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In  Friedlander’s  Pneumonia3’13 

Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

In  Hemophilus  Influenzae  Pneumonia3,4,13,14 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

In  Staphylococcal  Pneumonia1'8,13 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcai 
drugs  are  ineffective. 

In  Acute  Epiglottitis4,10'11 

This  condition  is  most  often  caused  by  H.  influenzae , most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

In  Pneumonias  Due  to  Gram-negative  Bacilli9 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum , and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

In  Staphylococcal  Empyema12 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcai 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicoi,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  cf  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  A/I.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  $.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Calvy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H„  III,  & Haggerty,  R.  J.=  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C..-  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  CP  17:77  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 
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SPECIAL  COUGH  FORMULA 

for  ClruLdrerL 


SOOTHING  DECONGESTANT  AND  EXPECTORANT 

Each  teaspoon  (5  ml.)  contains:  Codeine  phosphate 5.0  mg. 

Neo-Synephrine®  hydrochloride  . . 2.5  mg. 

(brand  of  phenylephrine  hydrochloride) 

Chlorpheniramine  maleate 0.75  mg. 

Potassium  iodide 75.0  mg. 


LABORATORIES  | 

New  York  18.  N Y. 


Bright  red,  pleasant  tasting, 
raspberry  flavored  syrup 


Dosage: 

Children  from  6 months  to  1 year, 
1/4  teaspoon;  1 to  3 years,  1/2  to 
1 teaspoon;  3 to  6 years,  1 to  2 
teaspoons;  6 to  12  years,  2 tea- 
spoons. Every  four  to  six  hours  as 
needed. 


How  Supplied: 

Bottles  of  16  fl.  oz. 


Available  on 
prescription  only. 
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Conclusions  of  Nationwide  Survey:  Report  I 


1*  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

2.  Overall  results  showed  a higher  percentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  to  Tao.3,4  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 
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Report  II 

Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tract.2 


50 


Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.1 


Bacterial  Susceptibility  in 


3,332 


'athogens 
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Here’s  a penicillin  that  gives  you... 


PATIENT 
WHEN  YOU  WANT 


Potassium  Penicillin  V, 
Abbott. 


125  mg. 

1200,000  units) 


Caution;  Federal  law 
prohibits  dispensing 
without  prescription. 


Single  Oral  Doses  to  Fasting  Subjects* 


Consider  milder  bacterial  infections 

An  example  might  be  a respiratory  infection 
Here  economy  could  be  a definite  factor  ir 
your  thinking.  In  the  chart  above,  you’ll  se< 
that  200,000  units  (125  mg.)  of  Compociliin  VK 
produces  blood  levels  at  least  equal  to  thos( 
obtained  with  400,000  units  of  oral  penicillin  G 
potassium.  This  means  that  in  less  severe  infec 
tions,  Compociliin- VK  may  be  given  at  half  th( 
dosage  needed  with  oral  penicillin  G — with  no 
sacrifice  in  blood  levels.  In  these  cases,  the  cos 
of  Compociliin- VK  therapy  will  be  no  more— 
and  often  will  be  less — than  treatment  with  ora 
penicillin  G. 

Compocillin-VK— the  original  potassium  penicillin  V • In  Fiimtat 
(125  and  250  mg.)  and  cherry-flavored  Granules  for  Oral  Suspension 
Filmtab— Film-sealed  tablets,  Abbott:  U.S.  Pat.  No.  2, SSI, 085 


PEAK  EFFICIENCY 
WHEN  YOU  NEED  IT 


Potassium  Penicillin 
V,  Abbott. 


250  mg. 

(400,000  units) 


Caution:  Federal  law 
prohibits  dispensing 
without  prescription. 


Single  Oral  Doses  to  Fasting  Subjects* 


Then,  for  severe  infections... 

. . . where  your  primary  concern  is  high  peak 
serum  concentrations,  you  can  prescribe  Com- 
pocillin-VK  at  full  therapeutic  dosage  and  get  the 
maximum  antibacterial  activity  possible  with 
an  oral  penicillin.  The  chart  above  shows  the 
rapid  peak  blood  levels  obtained  with  400,000 
units  (250  mg.)  of  Compocillin-VK.  Actually, 
these  peaks  occur  faster — and  are  higher — than 
those  obtained  with  intramuscular  penicillin  G. 
Indeed,  Compocillin-VK  has  been  used  in  cases 
previously  reserved  for  parenteral  treatment. 
The  safety  advantage  (oral  vs.  injectable)  goes 
without  saying. 

*Chart  data  from  two  separate  studies  completed  by  the  Micro- 
biologic and  Medical  Departments  of  Abbott  Laboratories. 


ABBOTT  LABORATORIES  NORTH  CHICAGO,  ILLINOIS 


Whatever  happened 
to  handkerchiefs? 


Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
was  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  two  antihistamines 
and  tivo  decongestants*  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

"Each  tablet  contains  phenylephrine  HC1  10  mg., 
phenylpropanolamine  HC1  40  mg.,  phenyltoloxamine 
citrate  15  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 

long-acting  nasal  decongestant/ 
antihistamine 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


from  Oroya  fever  in  Peru 


3 lobar  pneumonia  in  Arizona 


3re  is  a world  of 


Whether  treating  Oroya  fever  or  a host  of  other  infections,  physicians  throughout 
the  world  continue  to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness 
and  excellent  tolerability.  Not  a single  case  of  phototoxic  reaction,  blood  dyscrasia 
or  neurologic  disturbance  directly  attributable  to  Terramycin  has  been  reported  in 
more  than  3,000  clinical  papers  in  the  last  12  years.  In  your  practice , the  next  injec- 
tion you  see  will  very  likely  be  “Terra-responsive.” 

Oroya  fever  (Carrion’s  disease),  prevalent  only  in  certain  valleys  of  the  Andes,  is  charac- 
terized by  a rapidly  evolving,  febrile  pernicious  anemia.  The  infecting  organism  is  i Bartonella 
bacilliformis,  a gram-negative,  flagellated  organism,  transmitted  by  night  bites  of  the 
phlebotomus,  or  sand  fly.  The  organism  is  unmistakably  identifiable  in  blood  films— no  other 
human  pathogen  even  slightly  resembles  it.  The  mortality  rate  of  untreated  Oroya  fever 
can  be  as  high  as  40  per  cent  (in  all  probability,  this  was  the  disease  which  decimated 
Pizarro’s  army  in  the  16th  century).  Treatment  with  Terramycin  produces  dramatic 
reduction  of  fever  and  a stabilized  blood  count  in  48  hours  or  less. 


IN  BRIEF  \The  dependability  of  Terramycin  in  daily  practice  is  based  on  its  broad  range 
of  antimicrobial  effectiveness,  excellent  toleration,  and  low  toxicity.  As  with  other  broad- 
spectrum  antibiotics,  overgrowth  of  nonsusceptible  organisms  may  develop.  If  this  occurs, 
discontinue  the  medication  and  institute  appropriate  specific  therapy  as  indicated  by 
susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin  are  rare.  For  complete 
information  on  Terramycin  dosage,  administration,  and  precautions,  consult  package 
insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 

(Pfizer) 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 


SYNergized 

aspIRIN 

Synirin. 


ANALGESIA 

WITH  A DOSAGE  AS  FLEXIBLE  AS  ASPIRIN 

e simultaneous  action  of  aspirin  and 
pentobarbital  begins  promptly  and  lasts 
four  to  five  hours.  Each  tablet  contains 
aspirin  5 grs.  and  pentobarbital  (acid) 
yi  gr.  Synirin  was  formulated  for  a two- 
tablet  dose  for  adults  and  a one-tablet 
dose  for  children  from  5 to  12  years  of 
age.  It  may  be  repeated  every  four  hours 
for  the  relief  of  pain. 

Dispensed  in  bottles  of  100  and  1000  tablets 


VM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Put 


your 


low-back 


patient 


payroll 


back 


the 


on 


Soma  relieves  stiffness 
—stops  pain , too 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity : with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D. 


qf,  ( carisoprodol,  Wallace ) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


who 

coughed? 


provides  fast  and 
long-lasting  cough  control 


relieves  cough  in  15-20  minutes  • 
lasts  6 hours  or  longer  • promotes 
expectoration  and  decongestion  of 
air  passages  • rarely  constipates 
• agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine  Syrup 


contains: 

Hycodan® 6.5  mg. 

Dihydrocodeinone  Bitartrate 5 mg. 

(Warning:  May  be  habit-forming) 

Homatropine  Methylbromide  ...1.5 mg. 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate 85  mg. 


Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  On  oral 
prescription  where  state  laws  permit.  U.S.  Pat. 
2,630,400. 

Literature  on  request 


ENDO  LABORATORIES 
Richmond  Hill  18f  New  York 


BOARD  OF  DIRECTORS 

October  28,  1962 
Legislative  Committee 
Implementation  of  Kerr-Mills  Bill 

At  the  invitation  of  this  board,  Dr.  Ben  P.  Frissell, 
chairman  of  the  Legislative  Committee,  was  present  and 
reviewed  implementation  of  Kerr-Mills  legislation  pro- 
viding medical  care  for  the  aged. 

It  was  reported  that  a meeting  was  planned  by  the 
State  Welfare  Department  for  November  8-9,  1962.  In- 
dividuals from  Washington  were  to  be  invited  to  be 
present  to  discuss  the  Kerr-Mills  bill  and  suggest  how 
Arizona  could  take  advantage  of  this  bill,  particularly  in 
the  area  of  medical  assistance  to  the  aged,  i.e.,  the  non- 
recipient of  old  age  assistance. 

Dr.  Frissell  and  Dr.  Jesse  D.  Hamer  planned  to  attend. 
It  was  suggested  that  possibly  the  president  of  this 
association  could  also  be  present. 

It  was  moved  and  unanimously  carried  that  this  asso- 
ciation reaffirm  its  position  in  support  of  implementation 
of  the  Kerr-Mills  bill,  and  that  the  Legislative  Committee 
proceed  with  every  effort  to  be  made  before  the  Arizona 
Legislature  to  implement  the  Kerr-Mills  law. 

Professional  Liaison  Commiifee 

Osteopathy  in  Arizona 

Dr.  Clyde  W.  Kurtz,  chairman  of  the  Subcommittee  on 
Allied  Professions  of  the  Professional  Liaison  Committee, 
on  invitation  of  this  board,  discussed  matters  dealing  with 
osteopathy  in  Arizona. 

It  was  moved  and  unanimously  carried  that  the  Sub- 
committee on  Allied  Professions  be  enlarged  as  to  mem- 
bership; that  the  scope  of  study  relating  to  the  problem 
of  osteopathy  in  Arizona  be  broadened;  and  that  a spe- 
cific plan  or  program  dealing  with  this  subject  be  pre- 
sented to  the  Board  of  Directors  for  further  consideration. 
Podiatry 

Attention  was  directed  to  a notice  circulated  by  the 
Insurance  Department  of  Arizona  of  a hearing  scheduled 
October  31,  1962  on  proposed  adoption  of  Rule  No. 
62-10,  that  “on  and  after  January  1,  1963,  each  policy 
of  individual  disability  insurance  which  has  been,  or  shall 
be,  issued  for  delivery  in  the  State  of  Arizona  and  which 
provides  or  includes  coverage  for  services,  treatments, 
surgery  or  medications  rendered  by  a physician  to  reme- 
dy or  alleviate  a disorder  of  the  foot  must  be  construed 
to  include  coverage  for  such  services,  treatments,  surgery 
or  medication  where  lawfully  rendered  by  a podiatrist.” 

It  was  moved  and  unanimously  carried  that  this  associ- 
ation have  an  observer  in  attendance  at  this  hearing.  It 
was  understood  that  Dr.  Kurtz  would  attend. 

Board  of  Directors 

Board  of  Medical  Examiners 

It  was  reported  that  Dr.  Carlos  C.  Craig  of  Phoenix, 
Dr.  W.  R.  Manning  of  Tucson,  and  Dr.  Roy  O.  Young 
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of  Flagstaff  were  reappointed  by  the  Governor  as  mem- 
bers of  the  Board  of  Medical  Examiners  of  the  State  of 
Arizona  for  a term  of  three  years  each  expiring  July  1, 
1965. 

In  the  absence  of  Dr.  Arnold  H.  Dysterheft,  district 
director  and  member  of  the  Board  of  Medical  Examiners, 
the  subject  of  employment  of  resident  (house  staff) 
physicians  in  Arizona  hospitals  was  presented  by  the 
secretary-treasurer,  Mr.  Robert  Carpenter. 

The  board  received  a letter  indicating  a possible  prob- 
lem in  Mohave  County  and  directed  the  district  director 
to  investigate  and  report. 

ARMPAC  Organization 

Dr.  Clarence  E.  Yount,  Jr.,  president,  reported  on  the 
status  of  ARMPAC  organization  and  on  the  outcome  of 
a meeting  October  18,  1962  in  Phoenix,  when  he  ap- 
pointed representatives  in  attendance  as  a steering  com- 
mittee, including  Dr.  John  W.  Moon  of  Mesa  as  chairman; 
Mrs.  Richard  Timmons  of  Phoenix  as  secretary- treasurer; 
and  Mrs.  Chester  G.  Bennett  of  Phoenix;  Mrs.  Frederick 
W.  Knight  of  Safford;  Mrs.  W.  Shaw  McDaniel  of  Phoe- 
nix; Dr.  Walter  D.  Anderson  (substituting  for  Dr.  Carl 
M.  Bengs);  Dr.  Clyde  J.  Barker,  Jr.;  Dr.  Chester  G. 
Bennett;  Dr.  Arthur  V.  Dudley,  Jr.;  Dr.  Richard  B. 
Johns;  and  Dr.  Clarence  E.  Yount,  Jr. 

Because  of  the  imminent  elections,  approximately 
eighteen  days  from  the  date  of  that  meeting,  the  presi- 
dent made  such  appointments  to  satisfy  immediate 
problems. 

A letter  October  26,  1962  from  Dr.  John  W.  Moon 
was  read  offering  suggestions  and  recommendations  to 
this  board  in  line  witli  establishment  of  a more  perma- 
nent organization. 

It  was  moved  and  unanimously  carried  that  the  report 
submitted  by  Dr.  Moon  be  accepted  with  the  exception 
of  the  recommended  membership  composite  of  the 
ARMPAC  Board  of  Directors. 

It  was  moved  and  unanimously  carried  that  the  matter 
of  organization  of  ARMPAC  be  referred  to  counsel  for 
review  and  that  a report  be  presented  to  the  Board  of 
Directors  of  this  association  at  its  next  meeting. 

Public  Relations  Committee 

It  was  moved  and  unanimously  carried  that  Dr.  James 
E.  O’Hare  be  appointed  a member  and  chairman  of  the 
Public  Relations  Committee  for  the  term  1962-65. 

Dr.  O’Hare  accepted  the  appointment. 

Maricopa  County  Medical  Society 

Preston  T.  Brown,  M.D.  (Deceased) 

It  was  the  unanimous  vote  of  the  Board  of  Directors 
that  the  secretary  be  instructed  to  communicate  with 
Mrs.  Preston  T.  Brown,  expressing  to  her  this  associa- 
tion’s condolences  in  the  passing  of  her  husband,  Dr. 
Brown,  and  its  appreciation  of  his  many  years  of  devo- 
tion to  his  profession  and  this  association. 

Benevolent  and  Loan  Fund  Committee 

Counsel  reported  on  the  matter  of  the  application  and 
use  of  the  Benevolent  and  Loan  Fund  of  this  association, 
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especially  on  benevolent  grants  provided.  No  action  was 
taken. 

Central  Office  Advisory  Committee 

Membership  Classification  Changes 

Dr.  Arnott  K.  Duncan,  member  of  Cochise  County 
Medical  Society,  was  recommended  and  approved  for 
50  Year  Club  membership  to  be  awarded  in  1963. 

Dr.  Lewis  B.  Claypool,  Dr.  James  M.  Hurley,  and 
Dr.  Thomas  C.  Wilmoth  Jr.,  associate  members  of  Mari- 
copa County  Medical  Society  who  have  recently  re- 
turned from  military  service  and  resumed  active  prac- 
tice, were  granted  a waiver  of  1962  dues  on  recom- 
mendation of  the  society  for  the  remainder  of  this  year. 

Dr.  Edson  V.  Fuglestad,  active  member  of  Maricopa 
County  Medical  Society,  was  granted  affiliate  member- 
ship because  of  missionary  assignment,  dues  exempt 
effective  January  1,  1963. 

Dr.  Samuel  H.  Hale,  active  member  of  Maricopa 
County  Medical  Society,  was  granted  service  membership 
because  of  full  time  employment  with  the  Arizona  State 
Rehabilitation  Division  retroactive  to  January  1,  1962. 

Dr.  Paul  J.  Matte,  active  member  of  Maricopa  County 
Medical  Society,  was  granted  associate  membership  be- 
cause of  postgraduate  training;  effective  January  1, 
1962,  dues  exempt  to  June  30,  1962. 

Dr.  Dan  L.  Mahoney,  active  member  of  Pima  County 
Medical  Society,  was  granted  associate  membership  be- 
cause of  retirement,  effective  January  1,  1963. 

Dr.  Richard  Brown,  active  member  of  Pima  County 
Medical  Society,  was  granted  associate  membership  be- 
cause of  postgraduate  training,  dues  exempt,  effective 
January  1,  1963. 

75th  Diamond  Jubilee,  1966 

The  Central  Office  Advisory  Committee  and  the 
Scientific  Assembly  Committee  in  recent  meetings  di- 
rected that  the  subject  of  the  development  of  a proposed 
history  of  medicine  in  Arizona  associate  with  the  75th 
Diamond  Jubilee  Meeting  of  ARMA  in  1966  be  dis- 
cussed by  this  board. 

The  Scientific  Assembly  Committee  recommended  that 
the  board  consider  presenting  a resolution  to  the  House 
of  Delegates  for  a membership  assessment  of  $10  each 
to  cover  expenses  of  preparation  and  publication  of  the 
history  of  Arizona  medicine  from  1864  to  1912  with  one 
brief  chapter  on  Arizona  medicine  from  1912  to  date. 
The  publication  would  be  entitled  “Territorial  Medicine.” 

Dr.  W.  Albert  Brewer  reported  that,  on  assignment, 
he  and  Dr.  Fred  H.  Landeen  were  directed  to  consider 
the  project  and  report  upon  the  findings.  Dr.  Brewer 
outlined  the  results  of  his  investigation,  and  reported  on 
the  amazing  amount  of  material  available  on  medical 
history  in  Arizona.  Employment  of  a qualified  person  to 
develop  and  correlate  the  history  appears  indicated 
should  this  project  be  begun. 

The  board  determined  that  Dr.  Brewer  and  Dr.  Lan- 
deen as  a committee  of  two  be  authorized  to  develop 
and  present  specific  recommendations  on  possible  publi- 
cation of  a book  on  Arizona  “Territorial  Medicine.” 

Publishing  Committee 

The  request  of  Dr.  Darwin  W.  Neubauer,  editor-in- 


chief and  chairman  of  the  publishing  committee,  that 
the  salary  of  Margaret  McMahon,  assistant  to  the  editor, 
be  increased  effective  September  1,  1962  and  that  her 
title  be  changed  to  managing  editor  of  ARIZONA 
MEDICINE  was  discussed. 

It  was  moved  and  carried  that  her  salary  be  increased 
effective  September  1,  1962  and  that  her  title  be  desig- 
nated managing  editor  of  ARIZONA  MEDICINE. 

It  was  understood  that  the  managing  editor  should 
assume  the  responsibility  of  all  editorial  make-up  and 
format,  and  that  the  advertising  and  final  advertising 
make-up  of  ARIZONA  MEDICINE  should  be  handled 
by  the  business  manager. 

It  was  moved  and  unanimously  carried  that  upon 
termination  of  the  services  of  Dr.  Neubauer  as  editor-in- 
chief  that  all  operations  relating  to  ARIZONA  MEDI- 
CINE should  be  transferred  to  and  assumed  by  the 
central  office  staff  of  this  association. 

The  Board  of  Directors  went  on  record  as  being 
against  the  payment  of  employee’s  tuition  fees  and  spe- 
cial training  and  future  payment  of  such  fees. 

Finance 

The  treasurer,  Dr.  Arthur  V.  Dudley  Jr.,  reviewed 
the  financial  report  for  the  calendar  year  1962  through 
the  month  of  September,  receipts  totaling  $140,196.39; 
expenditures  $107,508.03.  Report  accepted. 

It  was  moved  and  unanimously  carried  that  line  item 
adjustments  be  approved  and  executed  as  submitted  by 
Dr.  Dudley. 

The  treasurer  submitted  a revised  1963  budget  of 
appropriations,  including  both  income  and  expenditures. 

It  was  moved  and  unanimously  carried  that  the  re- 
vised 1963  budget  of  appropriations  be  accepted  as 
submitted. 

Staff  Salary  Increments 

The  proposed  staff  salary  increments  and  expenses 
submitted  by  the  treasurer  were  accepted  effective  No- 
vember, 1962. 

Industrial  Relations  Committee 

Medical  Advisory  Committee 
to  Industrial  Commission 

The  Secretary  reported  on  correspondence  from  the 
Industrial  Relations  Committee  through  its  chairman, 
Dr.  Juan  E.  Fonseca,  requesting  use  of  association  sta- 
tionery to  inform  doctors  of  medicine  of  decisions  reached 
by  the  committee  or  for  other  purposes.  The  Industrial 
Relations  Committee  serves  as  a medical  advisory  com- 
mittee to  the  Industrial  Commission  of  Arizona. 

Use  of  association  stationery  might  connote  approval 
of  decisions  reached  by  the  Medical  Advisory  Committee 
in  which  it  has  no  authority;  therefore,  question  was 
raised  as  to  the  advisability  of  authorizing  such  use. 

Dr.  Fonseca  stated  that  the  material  to  be  contained 
in  the  distribution  of  proposed  circulars  would  be  pri- 
marily factual  information  in  the  form  of  announce- 
ments, administrative  changes,  and  so  forth  which  would 
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not  be  necessarily  controversial  or  carry  statements  of 
association  policy  as  a whole. 

It  was  agreed  that  the  Industrial  Relations  Committee 
of  this  association  must  remain  completely  independent 
of  the  Industrial  Commission. 

It  was  moved  and  unanimously  carried  that  for  the 
purpose  described  and  understood  associate  with  the 
activities  of  the  Industrial  Relations  Committee,  serving 
as  a medical  advisory  group  to  the  Industrial  Commis- 
sion, the  use  of  stationery  of  this  association  be  ap- 
proved, provided  that  there  be  no  cost  to  the  associa- 
tion. 

Free  Choice  of  Physician 

Presented  for  the  edification  of  the  Board  was  a com- 
plaint received  from  Dr.  John  T.  Clvmer  dated  July  25, 
1962,  on  the  management  of  “self-raters”  under  the 
Industrial  Commission  of  Arizona  program  dealing  with 
Workmen’s  Compensation  cases  and  the  lack  of  “free 
choice  of  physician.” 

The  case  in  point  involved  the  Reynolds  Metals  Com- 
pany and  one  of  its  employees  who  was  injured  in  April 
1962  and  who  was  treated  under  the  medical  depart- 
ment of  the  company.  The  employee  requested  a change 
of  physician  to  his  family  physician,  which  was  refused. 

It  was  pointed  out  that  under  Rule  59-A  of  the 
Industrial  Commission  which  became  effective  June  15, 
1959,  “every  employee  must  submit  to,  and  follow  the 
treatment  and  directions  of  the  Attending  Physician 
employed  by  his  Employer,  or  where  the  Employer  is 
insured  for  medical  treatment  by  the  Employers  In- 
surance Carrier.” 

It  appeared  that  this  rule  was  made  to  protect  those 
employers  that  are  self-raters  and  who  maintain  a rather 
expensive  medical  unit  for  the  care  of  their  employees. 

The  board  determined  to  refer  this  matter  to  its 
Industrial  Relations  Committee  for  further  study  and 
recommendation  on  any  suggested  change  in  the  Indus- 
trial Commission  regulations  pertaining  to  free  choice  of 
physician. 

Legislative  Committee 

Kerr-Mills  Implementation 

The  Legislative  Committee,  in  meeting  July  29,  1962, 
discussed  the  matter  of  implementation  of  the  Kerr- 
Mills  Law,  No.  86-778.  It  recommended  that  this  board 
reaffirm  the  position  of  the  association  as  being  in 
favor  of  the  implementation  of  that  portion  of  the  Kerr- 
Mills  law  on  MAA  (Medical  Assistance  to  the  Aged) 
to  an  extent  compatible  both  with  the  satisfaction  of 
the  need  of  the  qualified  recipients  of  the  program  and 
availability  of  state  funds  to  be  made  available  for  the 
purpose,  and  that  the  State  Welfare  Board  be  urged  to 
initiate  enabling  legislation  to  this  end. 

Dr.  Frissell  had  reported  in  detail  previously  at  this 
meeting  on  the  status  of  the  endeavor  and  on  the 
conference  he  and  Dr.  Jesse  D.  Hamer  had  held  with 
members  of  the  welfare  board  and  Mr.  Fen  Hildreth, 
Commissioner  of  the  Department  of  Public  Welfare. 
Board  action  is  recorded  earlier  in  this  report. 

Animal  Vivisection 

The  Legislative  Committee  in  meeting  July  29,  1962, 
reviewed  the  suggestion  of  Dr.  John  R.  Green,  Barrow 
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Neurological  Institute,  that  steps  be  taken  to  assure 
the  procurement  of  animals,  especially  cats,  for  scientific 
research  purposes  associate  with  the  operation  of  the 
Division  of  Neurobiology,  Barrow  Neurological  Institute. 
(See  ARIZONA  MEDICINE,  October,  1962,  22A). 

Attention  was  directed  to  the  introduction  of  H.B.  84 
in  the  20th  Arizona  State  Legislature  which  provided  for 
the  vivisection  of  animals,  issuance  of  permits  therefor, 
and  so  forth,  by  “any  hospital,  institution  of  higher  learn- 
ing, laboratory,  physician,  surgeon,  dentist  or  veterinarian 
desiring  to  conduct  tests,  perform  experiments,  or  oper- 
ate on  or  dissect  living  animals  for  the  increase  of  know- 
ledge relating  to  the  cause,  prevention,  control  and  cure 
of  disease,  shall  apply  to  the  superintendent  of  public 
health.” 

Discussion  ensued  in  line  with  desired  assurance  that 
all  individuals  and/or  agencies  having  need  for  animals 
to  conduct  scientific  research  be  included  in  any  measure 
ultimately  presented  and  enacted  in  Arizona.  It  was 
especially  desirable  that  use  of  animals  by  the  health 
departments  of  this  state  be  provided  for. 

It  was  moved  and  unanimously  carried  that  the  matter 
be  referred  back  to  the  Legislative  Committee  for  review 
of  the  initial  proposed  bill,  H.B.  84,  in  view  of  discussion 
at  this  meeting,  and  that  the  committee  report  any  sug- 
gestion, and/or  recommendations  at  the  next  board 
meeting. 

ARMA  Resolution  No.  10 

The  Legislative  Committee  July  29,  1962  considered 
Resolution  No.  10  adopted  by  the  House  of  Delegates 
April  27,  1962,  especially  as  it  pertained  to  the  directive 
that  a study  be  made  of  legislative  activities  and  that 
changes  be  recommended  in  the  by-laws  to  provide  for 
a more  effective  legislative  function. 

At  a joint  meeting  of  the  Articles  of  Incorporation  and 
By-Laws  Committee  and  the  Legislative  Committee  July 
29,  1962  it  was  concluded  that  the  problem  could  be 
handled  without  a change  in  the  by-laws  now. 

The  Legislative  Committee  requested  of  the  board 
a definition  of  the  functions  of  its  committee  and  an 
outline  of  procedural  format  under  emergency  con- 
ditions, and  requested  that  the  Board  of  Dirctors  grant 
authority  to  this  committee  to  act  in  those  instances 
where  time  does  not  permit  or  where  it  is  found  inex- 
pedient to  await  a decision  of  the  Board  of  Directors, 
and  requested  that  the  chairman  of  the  Legislative 
Committee  or  the  Legislative  Committee  be  empowered 
to  act  in  such  instances  after  consultation  with  the 
Executive  Committee.  (See  ARIZONA  MEDICINE,  Oc- 
tober 1962,  21A.) 

It  was  reported  that  a study  was  being  made  on  cost 
of  legislative  activities  to  determine  a realistic  budget. 
This  is  the  second  directive  contained  in  Resolution  10. 
A subcommittee  was  appointed  comprising  Dr.  W.  Shaw 
McDaniel,  chairman;  Dr.  Jesse  D.  Hamer;  and  Dr.  Paul 
B.  Jarrett.  This  group  was  scheduled  to  meet  October 
29,  1962,  and  will  report  to  the  board. 

It  was  moved  and  unanimously  carried  that  the  board 
approve  the  recommendation  of  the  joint  committee, 
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the  Articles  of  Incorporation  and  By-Laws  Committee 
and  the  Legislative  Committee,  and  that  no  action  be 
taken  now  as  pertains  to  any  revision  of  the  by-laws, 
and  that  no  action  be  taken  now  granting  unto  the 
chairman  of  the  Legislative  Committee  or  the  Legisla- 
tive Committee  or  anyone  else  additional  powers  to 
act  and  make  decisions  normally  the  prerogative  of  the 
Board  of  Directors. 

Medico-Legal  Committee 

The  AMA  reports  sponsorship  of  a Medico-Legal 
Symposium  March  8-9,  1963  at  the  Americana  Hotel, 
Miami  Beach,  Florida,  extending  a cordial  invitation  to 
interested  doctors  and  lawyers. 

It  was  determined  to  encourage  any  and  all  doctors 
of  medicine  interested  to  attend  this  meeting,  of  course 
at  their  expense. 

Professional  Committee 

Expense  Appropriation  Comments 

Dr.  Robert  B.  Leonard,  chairman,  advised  the  treas- 
urer that  every  effort  would  be  made  to  keep  within 
the  budget  appropriation  for  operation  of  the  Professional 
Committee  with  the  expressed  hope  that  the  Board  of 
Directors  would  not  “raid’  its  funds  as  in  the  past  for 
authorization  of  projects  not  considered  by  that  com- 
mittee. 

ARMA  Resolution  No.  5 

Resolution  No.  5,  adopted  by  the  House  of  Delegates 
of  this  association  April  27,  1962  recommended  a study 
for  the  orderly  realignment  of  Blue  Shield  to  provide 
payment  for  all  medical  services  of  patients  in  Arizona, 
including  pathology,  radiology,  and  anesthesia  and 
authorized  the  president  to  appoint  an  ad  hoc  committee 
to  study  this  situation  and  make  recommendations. 

It  further  urged  that  the  Arizona  Hospital  Association 
be  invited  to  appoint  a similar  committee  to  meet  and 
discuss  this  problem  with  the  like  committee  of  this 
association. 

The  Professional  Committee  urged  the  Board  to  act. 
(Complete  resolution,  ARIZONA  MEDICINE,  August, 
1962,  15 A.) 

The  president,  with  confirmation  of  the  board,  ap- 
pointed Dr.  R.  Lee  Foster  to  serve  as  chairman,  and 
Dr.  James  G.  Wood  Jr.,  Dr.  Walter  T.  Hileman,  Dr. 
George  Scharf,  Dr.  Richard  S.  Armstrong,  Dr.  Paul  B. 
Jarrett,  and  Dr.  James  E.  O’Hare  to  serve  as  the  mem- 
bership of  this  ad  hoc  committee. 

It  was  further  directed  that  the  information  be  con- 
veyed to  the  Arizona  Hospital  Association  with  the 
request  that  it  appoint  a like  committee  to  meet  with 
the  association  group  for  study  of  the  problem. 

Poison  Control  Program 

It  was  recommended  that  Dr.  Virginia  M.  Cobb  of 
Tucson  be  communicated  with  by  letter  from  this  board 
commending  her  for  her  part  in  the  establishment  of 
the  poison  control  program  in  Arizona.  The  follow-up 
of  its  activities  to  date  was  reported. 

It  was  reported  that  Dr.  Cobb  had  been  appointed  a 


member  of  the  Subcommittee  on  General  Medicine, 
specifically  assigned  to  work  on  problems  of  pediatrics 
and  poison  control. 

It  was  moved  and  unanimously  carried  that  an  ap- 
propriate letter  of  commendation  be  prepared  and 
forwarded  to  Dr.  Cobb,  recognizing  her  services  associate 
with  the  poison  control  program. 

Examination  of  Employed  School  Teachers 

Attorney  General  Opinion  No.  61-28  dated  April  19, 
1961  deals  with  Sections  15-206  (b),  15-441  (A)  and 
15-443  (A),  concluding  affirmatively  in  response  to  the 
question:  “Where  the  Board  of  Trustees  of  a school  dis- 
trict has  required  every  employee  of  the  district  to  have 
a physical  examination  and  has  specified  a doctor  to 
make  this  examination,  may  the  school  district  pay  the 
cost  of  such  examinations?” 

Question  was  further  raised  as  to  free  choice  of 
physician  in  the  selection  of  the  doctor.  Accordingly,  the 
matter  was  referred  to  the  board  for  review. 

It  was  concluded  that  the  opinion  was  clear  and  no 
further  action  appeared  indicated  now. 

Arizona  League  for  Nursing 

Report  was  received  expressing  a desire  to  cooperate 
with  the  Arizona  League  for  Nursing  in  support  of  its 
activity  for  the  improvement  of  nursing  care;  that  it  is 
sympathetic  with  the  outline  and  objectives  of  such  ac- 
tivity; and  that  the  desire  to  cooperate  in  any  of  the  ALN 
programs  be  expressed. 

Report  accepted. 

Osteopathy 

In  the  matter  of  report  on  the  construction  of  the 
Sierra  Vista  Osteopathic  Hospital  in  that  locality,  it  was 
determined  that  this  committee  would  offer  every  as- 
sistance under  similar  circumstances  called  to  its  atten- 
tion. Flowever,  it  did  not  feel  the  conduct  of  a survey 
for  this  particular  purpose  was  within  its  jurisdiction. 

The  Commissioner  of  the  State  Department  of  Health 
has  agreed  to  keep  this  committee  informed  of  com- 
munity hospital  needs,  inasmuch  as  licensing  of  all 
hospitals  in  Arizona  comes  under  its  jurisdiction. 

AAP  Pamphlet 

A pamphlet  entitled  “Protect  Your  Baby”  published  by 
the  American  Academy  of  Pediatrics,  was  reported  as 
receiving  great  acceptance  among  pediatricians  of  Tuc- 
son. 

The  Pima  County  Health  Department  suggested  wide 
distribution  of  the  brochure  through  the  State  Health 
Department.  Approved  by  the  Professional  committee 
and  so  recommended  to  the  Board. 

Board  concurs  providing  no  expense  to  the  association 
is  involved. 

Detection  Program 

Arizona  State  Department  of  Health  proposed  a pilot 
study  for  taped  heart  sounds  of  school  children  as  a 
diagnostic  aid.  Recognizing  this  as  a valid,  feasible  and 
efficient  method  for  detection  of  organic  heart  disease 
in  school  children,  it  recommended  the  pilot  study. 

There  appeared  question  and  considerable  doubt  as 
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to  the  wisdom  of  such  pilot  study.  It  was  suggested 
that  this  matter  be  reviewed  by  the  heart  specialists  and 
the  heart  association  for  their  recommendation. 

Mental  Illness  and 
Health  Congress 

It  was  reported  that  the  President  had  appointed  Dr. 
Lindsay  E.  Beaton.  (Vice  Chairman,  AMA  Council  on 
Mental  Health),  Dr.  Samuel  Wick,  (Director,  Arizona 
State  Hospital);  Mrs.  Ruth  Irving  (Member,  Arizona 
State  Hospital  Board)  and  Mrs.  Faith  North  (Executive 
Director,  Maricopa  County  and  Arizona  State  Mental 
Health  Associations),  as  a steering  committee  for  the 
National  Congress  on  Mental  Illness  and  Health  to 
be  held  in  Chicago  in  1963,  A preliminary  meeting  was 
held  in  Chicago,  October  3-6,  1962. 

Approved. 

Recommendations  coming  out  of  the  deliberations  of 
this  body  have  been  referred  to  the  Professional  Com- 
mittee for  review  and  any  comment  indicated. 

State  Department  of  Health 
Psychiatrist 

Recognition  of  the  need  for  a staff  psychiatrist  in  the 
Arizona  State  Department  of  Health  to  institute  a 
positive  preventive  mental  health  program  resulted  in 
the  recommendation  for  the  establishment  within  that 
Department  of  a Section  on  Mental  Health  to  be  beaded 
by  a qualified  doctor  of  medicine  in  the  field  of  psy- 
chiatry. Recommendation  concurred  in. 

Aid  to  the  Totally  and 
Permanently  Disabled 

It  was  recommended  to  the  Board  of  Directors: 

(1)  that  the  board  urge  the  establishment  of  county 
consultation  committees  within  each  component  county 
medical  society  consisting  of  approximately  six  members, 
where  possible,  two  of  which  would  meet  with  the  at- 
tending physician  of  an  applicant  for  permanent  dis- 
ability benefits  referred  to  such  committee  by  the  Ari- 
zona State  Welfare  Department  for  the  purpose  of  re- 
view of  status  of  medical  disability; 

(2)  that  said  Board  appoint  a similar  committee  to 
consist  of  approximately  five  members  which  would 
serve  to  further  review  questionable  cases  or  cases  ap- 
pealed, the  mechanics  of  such  meetings  to  be  worked 
out  in  conjunction  with  the  Arizona  State  Welfare 
Department,  the  latter  to  provide  satisfactory  monetary 
remuneration  for  members  so  serving  the  membership 
of  such  State  committee  to  be  appointed  annually, 
membership  changes  to  be  made  at  the  discretion  of  the 
Board  of  Directors,  subject  to  acceptance  by  the  Arizona 
State  Welfare  Department;  and 

(3)  that  the  list  of  physicians  submitted  containing  the 
names  of  doctors  of  medicine  who  have  indicated  their 
willingness  to  examine  applicants  for  disability  benefits 
be  accepted. 

Accepted. 

Rehabilitation  Services  in  Arizona 

It  was  recommended  that  the  Board  of  Directors  con- 
tinue to  encourage  component  county  medical  societies 
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to  activate  rehabilitative  committees  in  their  communi- 
ties who  would  cooperate  with  the  Board  of  Supervisors 
within  the  respective  counties,  encouraging  them  to 
contract  for  rehabilitative  services. 

Accepted. 

National  Society  of  Crippled  Children  and  Adults 

It  was  recommended  that  the  Scientific  Assembly  Com- 
mittee be  authorized  to  contact  the  National  Society  of 
Crippled  Children  and  Adults  of  Chicago,  Illinois, 
offering  that  society  space  during  the  next  annual  meet- 
ing for  display  and  publicizing  its  monthly  publication 
entitled  “Rehabilitative  Literature,”  considered  of  value 
as  a source  of  abstracts  and  review  of  all  literature  on 
this  subject. 

Accepted. 

Epidemiologist. 

It  was  recommended  in  view  of  communicable  disease 
reports  and  statistical  findings  resulting  therefrom  that 
a doctor  of  medicine,  epidemiologist,  be  employed  with- 
in the  Arizona  State  Department  of  Health  and  that  the 
association  lend  every  effort  to  assist  the  Arizona  State 
Board  of  Health  to  obtain  the  services  of  such  a trained 
physician. 

Approved. 

Professional  Liaison  Committee 

Air  and  Water  Pollution 

It  was  recommended  that  matters  dealing  with  air 
and  water  pollution,  currently  assigned  to  the  Profes- 
sional Committee,  be  transferred  to  the  Professional 
Liaison  Committee,  Subcommittee  on  Public  and  School 
Health,  since  recently  enacted  legislation  considered  it  a 
public  health  problem. 

Approved. 

Scieniific  Assembly  Committee 

1964-65  Annual  Meeting  Locations 

It  was  recommended  that  the  annual  meeting  of  this 
association  in  1964  be  held  in  the  Phoenix  area,  and  in 
the  Tucson  area  in  1965.  It  was  further  recommended 
that  action  as  to  locations  be  deferred  pending  the 
results  of  a survey  to  be  undertaken  in  1963  to  ascertain 
the  wishes  of  the  exhibitors.  A growing  number  of 
exhibitors  have  expressed  preference  in  contributing 
toward  the  expenses  of  guest  orators  in  lieu  of  exhibi- 
ting. 

Should  the  response  be  favorable,  the  Committee 
would  then  be  in  position  to  recommend  dispensing 
with  such  exhibits  in  1964  and  thereafter.  Therefore, 
selection  of  locations  could  be  appreciably  expanded. 

Survey  was  authorized  to  be  undertaken  about  March 
of  1963. 

Acceptance  of  contributions  of  $150  from  Deseret 
Pharmaceutical  Co.,  Inc.  of  Salt  Lake  City,  Utah,  in 
lieu  of  exhibiting,  was  approved. 

1963  Annual  Meeting  — Registration  Fee 

A registration  fee  of  $10.00  was  established  for  the 
1963  annual  meeting.  Attendance  is  to  include  all 
members  of  the  association  in  good  standing.  Veterans 
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Administration  medical  personnel  and  out-of-state  doc- 
tors of  medicine.  Interns,  residents,  registered  nurses, 
military  personnel,  members  of  the  Woman’s  Auxiliary, 
exhibitor  representatives  and  the  press  are  to  be  granted 
the  privilege  of  admission  without  charge. 

Approved. 

1962  Blue  Shield  Contribution 

It  was  reported  that  Arizona  Blue  Shield  contributed 
$1,250  to  help  defray  the  costs  associate  with  its  annual 
corporate  meeting. 

Authorized  acknowledged  with  thanks. 

1963  Annual  Meeting  — Response 

It  was  determined  that  the  response  to  the  welcome 
address  delivered  during  the  general  session  of  the  an- 
nual meetings  be  presented  by  the  president  of  one  of 
the  outlying  twelve  component  county  medical  societies 
on  a rotating  basis  and  on  behalf  of  all  members  of 
ARMA. 

1963  Annual  Meeting  — Award  Paper 

It  was  recommended  that  the  annual  award  paper  be 
eliminated  from  the  program  if  no  paper  of  merit  is 
received  by  February  1,  1963. 

Approved. 

Woman's  Auxiliary 

The  1961-62  annual  report  of  the  Woman’s  Auxiliary 
to  the  Arizona  Medical  Association,  revised  to  June  15, 
1962,  was  presented. 

Received  with  pleasure  and  gratification. 

Communications 

AMA  Council  on  Medical  Service 

AMA  House  of  Delegates  June,  1962,  designated 
its  Council  on  Medical  Service  to  seek  information  con- 
cerning existence  and  operation  of  planning  committees 
concerning  state  medical  association  programs  for  long- 
range  analysis  concerned  with  problems  of  patient  care, 
medical  practice,  hospital  service,  medical  education,  etc. 
Response  was  authorized  indicating  no  such  activity  to 
date.  However,  the  existing  Professional  Committee  and 
Professional  Liaison  Committee  are  capable  and  available 
to  handle  such  matters. 

Cochise  County  Medical  Society 
Resolution 

Cochise  County  Medical  Society,  in  meeting  held 
September  12,  1962,  adopted  resolution  urging  the  Ari- 
zona Inter- Scholastic  Association  to  implement  rules  and 
regulations  permitting  training  of  football  participants 
one  week  prior  to  the  present  training  schedule  of  the 
fall  term,  provided  that  such  training  be  limited  to 
calisthenics,  kicking,  throwing  and  running  and  with  no 
football  equipment  except  football  shoes  allowed  during 
this  period,  it  being  the  objective  to  obtain  physical 
conditioning  during  this  period  rather  than  football 
excellences. 

It  was  directed  that  it  be  suggested  to  Cochise  Society 
that  it  present  such  expression  of  view  in  the  form  of 
resolution  to  be  introduced  into  the  House  of  Delegates 


during  its  forthcoming  annual  meeting  should  it  so 
desire. 

Orange  County  Medical  Society 
Resolution 

Orange  County  Medical  Society  of  Orlando,  Florida, 
in  meeting  held  October  17,  1962,  adopted  a resolution 
in  the  matter  of  health  insurance  coverage,  favoring 
enactment  by  the  Congress  of  the  United  States  amend- 
ing the  Internal  Revenue  Code  to  provide: 

(1)  tax  incentives  for  those  citizens  who  have  reached 
65  and  are  able  to  provide  voluntary  health  insurance 
for  themselves; 

(2)  tax  incentives  for  relatives  or  former  employers  who 
are  able  to  provide  such  insurance  for  them; 

(3)  direct  Government  assistance  for  those  citizens 
who  have  reached  age  65,  and  are  otherwise  unable  to 
obtain  such  protection,  to  enable  them  to  purchase 
health  insurance  of  their  own  choice,  such  portion  of 
the  Act  to  be  administered  in  cooperation  with  each  of 
the  several  States;  and 

(4)  requirement  that  such  insurance  be  guaranteed 
renewable,  subject  to  certain  minimum  standards,  and 
include  catastrophic  coverage.” 

Great  American  of  Dallas 

Great  American  of  Dallas  wishes  to  introduce  its  low 
cost  life  insurance  plan  in  effect  for  some  time  spon- 
sored by  the  Texas  Medical  Association. 

Referred  to  the  Medical  Economics  Committee  for 
review. 

Other  Business 

AMA  — “Physicians’  Pledge”  — Michigan 

Dr.  Beaton  reported  that  while  the  Delegates  to  the 
AMA  in  the  clinical  session  to  be  held  in  Los  Angeles, 
November,  1963  will  be  faced  with  a number  of  resolu- 
tions to  be"  presented  for  consideration,  they  wish  to 
present  one  in  particular,  as  he  and  Dr.  Hamer  believe 
that  they  will  wish  instruction  as  to  voting  thereon. 

It  has  been  indicated  that  a resolution  will  be  pre- 
sented through  Michigan  which  will  set  forth  “The 
Pledge  of  the  Physician  Engaged  in  the  Private  Practice 
of  Medicine,”  which  briefly  sets  forth  the  following 
pledge: 

“I  renew  my  pledge  that  I will  continue  to  render 
to  all  my  patients  the  highest  quality  of  medical  care 
and  I will  assist  my  colleagues  to  do  likewise.  I pledge 
that  I will  not  dispose  of  my  services  to  any  patient 
regardless  of  his  economic  circumstances  under  con- 
ditions or  plans  that  cause  or  tend  to  cause  a de- 
terioration in  the  extent  or  quality  of  that  care.  Be- 
lieving the  direct  compensation  to  me  by  the  Federal 
Government  for  care  I render  those  of  my  patients 
that  are  now  wards  of  the  Government  will  impede 
and  prevent  me  from  maintaining  this  pledge,  I 
further  pledge  that  I will  not  accept  such  compensa- 
tion.” 

AMA  has  taken  the  position  “that  we  will  not  be 
willing  participants”  in  any  socialization  of  medicine 
by  the  federal  government.  The  contemplated  pledge 
appears  to  indicate  that  the  physician  will  not  take 
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money  from  the  federal  government  for  patients  that 
are  not  wards  of  the  government. 

The  Board  determined  to  instruct  its  Delegates  to 
support  such  a resolution  and  pledge  should  it  be  con- 
sidered by  the  AMA  House  of  Delegates. 

Charles  E.  Henderson,  M.D. 

Secretary. 


MEDICO-LEGAL  COMMITTEE 
October  28,  1962 

Present: 

Dr.  Louis  Hirsch,  Chairman 
Dr.  Ian  M.  Chesser 
Dr.  Clarence  L.  Robbins 
Dr.  George  A.  Spikes 

Minutes 

The  function  of  the  Medico-Legal  Committee  was  dis- 
cussed as  defined  in  the  By-Laws.  Notice  was  taken  of  a 
recommendation  on  April  25,  1962  by  a different  mem- 
bership than  present,  on  the  consideration  and  rejection 
of  the  view  that  malpractice  claims  be  heard  by  a panel 
established  on  a statewide  basis. 

It  was  pointed  out  that  the  By-Laws  of  The  Arizona 
Medical  Association  do  provide  for  such  a review  board 
in  cooperation  with  a similar  committee  of  the  Arizona 
Bar  Association. 

It  was  moved  and  carried  that  a recommendation  be 
made  to  the  Board  of  Directors  of  The  Arizona  Medical 
Association,  Inc.,  that  Section  4.  (g),  Chapter  VII,  be 
implemented  by  adopting  the  rules  of  the  Pima  County 
malpractice  screening  panel. 

Malpractice  insurance  for  The  Arizona  Medical  Asso- 
ciation, Inc.  members  was  discussed. 

It  was  moved  and  carried  that  the  Board  of  Directors 
of  The  Arizona  Medical  Association,  Inc.  be  requested  to 
consider  and  investigate  the  practicability  and  advisabil- 
ity of  group  malpractice  insurance  for  the  members  of 
The  Arizona  Medical  Association,  Inc. 

Dr.  Hirsch  said  he  would  make  an  attempt  to  commu- 
nicate with  this  committee’s  counterpart  in  the  Arizona 
Bar  Association.  The  feasibility  of  alternating  the  re- 
sponsibility for  a panel  of  mutual  interest,  on  alternate 
years,  at  the  annual  meetings  of  these  two  societies  will 
also  be  investigated. 

Louis  Hirsch,  M.D. 

Chairman 

Medico-Legal  Committee 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 


Yet  face  it  you  must  for  the 
sake  of  your  family. 
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We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 


Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group-  j udg  me  nt  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 
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TRUST  DEPARTMENT 

Security  Building,  Phoenix 

Resources  $785  Million 
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Robitussin 

glyceryl  guaiacolate 

For  the  special  care  that  winter  coughs  demand,  both  Robitussin  formulas  contain  glyceryl 
guaiacolate  which  enhances  the  flow  of  Respiratory  Tract  Fluid  (RTF)  almost  200%. 

Of  practically  all  drugs  now  used  clinically  as  expectorants,  glyceryl  guaiacolate  exerts  the  most 
intense  and  prolonged  action. 

Increased  RTF  promotes  bronchial  drainage  by  liquefying  tenacious  sputum  and  exerts  a 
soothing,  demulcent  effect  on  irritated  bronchial  mucosa  that  helps  reduce  the  frequency  of 
dry,  tickling,  unproductive  coughs. 

Robitussin  A-C  also  contains  pheniramine  maleate  to  control  associated  allergic  manifestations 
and  codeine  phosphate  to  suppress  persistent,  unproductive  coughs. 

Formulas— Robitussin:  Glyceryl  guaiacolate  100  mg.  per  5 cc.  Robitussin  A-C:  Glyceryl  guaia- 
colate 100  mg.,  Pheniramine  maleate  7.5  mg.,  Codeine  phosphate  10  mg.  per  5 cc. 

A.  H.  Robins  Co.,  Inc.,  Richmond  20,  Virginia 


for  over  12  years  dependably  effective 


a family  of  products 
for  family  cold  needs 

for  colds 

CORICIDIN,®  brand  of  antihistamine-analgesic-antipyretic  compound. 
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Cleanliness  is  more  than  a virtue  at  Lilly; 
it  is  a routine.  It  starts  with  vacuum- 
cleaning the  drums  filled  with  raw  mate- 
rial even  before  they  enter  a Lilly  ware- 
house. It  is  the  first  of  an  endless  list  of 


rules  that  have  become  a way  of  life 
for  Lilly  employees.  Although  meticulous 
housekeeping  has  little  to  do  with  tech- 
nical know-how,  it  adds  immeasurably 
to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Pediatric  Aspects  of 
Ulcerative  Colitis 

Observations  on  25  patients 
treated  with  steroids  and  surgery 

Richard  Koch,  M.D. 
Irving  Meeker,  M.D. 


This  excellent  article  emphazises  that  carcinoma  of  the  large  bowel  is  a 
| frequent  complication  of  ulcerative  colitis  occurring  in  children.  Steroid 
1 therapy  is  a valuble  aid.  They  explain  how  to  do  it.  Read  this  paper  and 
| file  it  for  future  reference. 


INTRODUCTION 

THE  gravity  of  the  diagnosis  of  ulcerative  co- 
litis during  childhood  has  been  emphasized  in 
the  past1'5. 

While  carcinoma  of  the  large  bowel  has  been 
known  to  occur  during  the  chronic  phase  of  the 
disease,  the  significance  of  this  complication 
was  not  apparent  until  recently.  The  fact  that 
it  occurs  in  over  30  per  cent  of  such  patients 
followed  for  at  least  ten  years  seems  validated6. 
Recent  knowledge  that  carcinoma  of  the  large 
bowel  does  occur  even  during  remission  clearly 
indicates  the  precancerous  nature  of  this  illness. 

The  use  of  steroids7'10  during  the  acute  and 
chronic  phases  now  seems  accepted.  In  our 

From  the  Departments  of  Child  Development  and  Surgery, 
Childrens  Hospital  of  Los  Angeles  and  the  Department  of  Pedi- 
atrics of  the  University  of  Southern  California  School  of  Medi- 
cine, Los  Angeles,  California. 

Presented  at  the  71st  Annual  Meeting,  The  Arizona  Medical 
Association,  Inc.,  Safari  Hotel,  Scottsdale,  Arizona,  on  April  28, 
1962. 


opinion,  steroid  therapy  is  a valuable  addition 
to  the  therapy  of  this  debilitating  disease.  Tech- 
nical advances  in  the  field  of  surgery  and  anes- 
thesia also  have  permitted  the  use  of  more  ag- 
gressive surgical  intervention  in  contrast  to  for- 
mer years.  These  factors  necessitate  re-evalua- 
tion of  therapy  for  ulcerative  colitis  which  in 
the  past11  has  been  difficult  to  evaluate. 

CASE  MATERIAL  AND  METHOD  OF 
THERAPY 

During  the  seven-year  period  (1955-61),  25 
children  varying  in  age  from  6 months  to  14 
years  with  this  diagnosis  were  studied. 

Sigmoidoscopy  and  barium  enema  changes 
were  utilized  for  confirmation  of  the  clinical 
diagnosis  in  each  case.  Nineteen  of  the  25  had 
the  onset  of  their  disease  just  prior  to  or  during 
adolescence.  Fifteen  were  the  first  or  second 
child  born  in  the  family.  All  were  Caucasian 
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in  spite  of  the  fact  that  the  hospital  serves  a 
sizeable  Negro  population.  Thirteen  were  girls. 
The  age  of  onset  was  somewhat  earlier  in  boys. 


INFANCY  1-2  3-4  5-6  7-9  10-12  13-15 

ACE  OF  ONSET  IN  YEARS 


After  confirmation  of  the  clinical  diagnosis,  a 
course  of  ACTH  therapy  for  one  week,  using  75 
units  per  scp  meter  per  day  intramuscularly,  was 
initiated  while  the  patient  was  hospitalized. 
Then  the  patient  was  sent  home  and  oral  methyl 
prednisolone  (Medrol*)  20  mg.  per  sq.  meter 
per  day  was  prescribed.  Patients  received  a 
transfusion  if  their  hemoglobin  was  low.  A free 
diet  was  utilized  throughout  and  sulfonamides** 
were  administered  during  the  acute  phases  of 
the  disease.  A pediatrician  and  social  worker 
interviewed  the  family  and  patients  regularly 
every  one  to  three  months  as  needed.  Surgical 
consultation  was  obtained  when  the  course  of 
the  disease  was  severe  or  if  marked  growth  re- 
tardation, hemorrhage,  fistula  formation,  or  os- 
teoporosis occurred.  No  cases  of  perforation  were 
seen  in  this  series,  although  one  death  occurred 
in  an  infant  of  6 months  due  to  sepsis. 

Signs  and  Symptoms 

Bloody  diarrhea  with  mucus  for  three  to  six 
weeks  associated  with  abdominal  pain  and 
weight  loss  were  the  common  mode  of  onset. 
One  patient  presented  with  melena,  one  with 
joint  symptoms,  and  one  with  clinically  di- 
agnosed celiac  disease. 

Only  one  patient  presented  with  fulminating 
disease  with  vomiting,  diarrhea,  abdominal  pain 
and  distention,  pallor,  weight  loss,  malaise  and 
fever. 


®Medrol  was  supplied  by  Upjohn  Co.  for  this  study. 
°®Azulfidine  was  utilized. 


All  but  one  responded  dramatically  to  the 
initial  course  of  ACTH  showing  improved  ap- 
petite, weight  gain,  demeanor,  and  decreased 
stools  and  abdominal  pain.  The  one  exception 
was  in  case  20  (Table  1,  following  page). 

This  baby  had  ulcerative  colitis  which  had  its 
onset  at  3 days  of  age  with  bloody  diarrhea.  At 
3 months  of  age,  barium  enema  findings  were 
typical  of  ulcerative  colitis  of  the  entire  colon. 

When  admitted,  she  was  malnournished,  fe- 
brile and  having  nine  to  twelve  stools  per  day. 
She  was  started  on  intravenous  ACTH.  Surgical 
consultation  was  obtained  but  operation  was  de- 
ferred. Her  course  was  one  of  progressive  de- 
terioration and  she  expired  2 weeks  later.  Au- 
topsy revealed  pyelonephritis  and  sepsis  in  addi- 
tion to  chronic  ulcerative  colitis. 

Family  History 

The  family  history  was  significant  in  two  chil- 
dren. 

In  case  1,  two  siblings  also  have  the  disease 
(cases  5 and  15).  In  each  of  the  three  children 
symptoms  started  in  early  childhood  and  have 
been  mild  in  degree  but  persistent. 

In  case  4 the  mother  of  our  patient  has  had 
an  ileostomy  and  colectomy  for  severe  unremit- 
ting ulcerative  colitis.  Her  subsequent  course 
has  been  benign. 

In  case  17,  a 2 V2  -year-old  sibling  has  had 
intermittent  mild  diarrhea  since  early  infancy  but 
without  blood  or  mucus.  Investigation  has  been 
deferred  because  of  her  mild  symptomatology 
and  young  age. 

The  father  of  case  9 has  severe  diabetes. 
The  father  of  case  13  died  of  hypertensive  car- 
diovascular disease,  and  the  father  of  cases  1, 
5 and  15  died  in  an  automobile  accident.  The 
father  of  case  18  has  Boeck's  sarcoid  and  the 
father  of  case  9 is  an  alcoholic.  The  mother  of 
case  6 suffers  with  chronic  staphylococcal  infec- 
tions. 

Laboratory  Findings 

Anemia  was  present  in  17  at  the  time  of  ad- 
mission. No  specific  pattern  of  laboratory  re- 
sults was  found. 

In  general,  leukocytosis,  eosinophilia,  in- 
creased sedimentation  rate,  and  positive  C-reac- 
tive  protein  were  present;  but  not  in  all  by  any 
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means.  Only  two  of  our  patients  had  reversed 
alubumin-globulin  ratios. 

The  barium  enema  findings  are  recorded  in 
Table  1 ( following  page).  In  general,  procto- 
scopy and  the  findings  on  barium  enema  were 
most  reliable  in  establishing  diagnosis. 

Barium  enema  findings  in 
25  patients  with  ulcerative  colitis 


Region  of  Colon  Number  with 

Involvement 

Entire  (universal)  11 

Transverse,  descending,  and  rectal  5 

Descending  and  rectal  7 

No  involvement  demonstrable  2* 

Total  25 


“The  diagnosis  in  the  two  children  without  barium  enema 
changes  was  verified  by  proctoscopy. 

Clinical  Results 

Results  of  vigorous  pediatric  and  surgical 
therapy  are  depicted  as  follows: 


EXPIRED  COMPLETE  COLECTOMY  AND  ACTIVE  CHRONIC 

REMISSION  ILEOSTOMY  DISEASE 

CONDITION  CONDITION  FAIR 
EXCELLENT 

CLINICAL  RESULTS  IN  25  CHILDREN  WITH  ULCERATIVE 
COLITIS 


One  has  expired.  Six  are  in  complete  remis- 
sion without  the  use  of  steroids  for  over  one 
year.  Eight  have  been  operated  upon  by  ileos- 
tomy and  colectomy,  and  ten  are  still  on  steroid 
therapy  with  active  chronic  disease. 

In  three  of  the  latter  groups  surgical  inter- 
vention is  anticipated  because  of  severe  unre- 
mitting disease  in  one,  recto-vaginal  fistula  for- 
mation in  one,  and  active  mild  disease  of  ten 
years  duration  in  the  other. 

The  secondary  effects  of  steroid  therapy  were 
varied.  Secondary  staphylococcic  infections  oc- 
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curred  in  two  and  osteoporosis  in  two  with  ver- 
tebral compression  in  one. 

Weight  gain,  moon  facies,  striae,  mild  hyper- 
tension and  easy  bruising  were  common.  Pseudo- 
tumor cerebrei  with  vomiting  and  dizzy  spells 
occurred  in  one.  Severe  growth  retardation  oc- 
curred in  four  cases  presumably  related  to  ster- 
oid therapy  and  their  chronic  disease. 

The  extracolonic  manifestations  in  this  ser- 
ies were  few.  Two  developed  transient  joint  in- 
volvement during  the  course  of  their  disease 
while  off  steroid  medication  that  disappeared 
with  resumption  of  steroids.  Fistula  formation 
occurred  in  three  patients  prior  to  steroid 
therapy. 

Ileostomy  and  colectomy  were  performed 
upon  two  of  these  and  surgery  is  indicated 
in  the  third.  None  of  our  patients  developed 
hepatosplenomegaly,  erythema  nodosum,  chronic 
joint  changes,  etc. 

The  postoperative  management  of  four  cases 
was  stormy. 

In  case  1,  peritonitis,  perforation  and  a fecal 
fistula  caused  severe  postoperative  fluid  and 
electrolyte  complications.  A subtotal  colectomy 
and  ileostomy  was  performed  and  the  rectal 
stump  left  in  place  in  this  boy  because  his  pre- 
operative status  was  poor.  The  retained  rectal 
stump  caused  a pelvic  abscess  complicating  ul- 
timate recovery. 

Case  3 developed  hyponatremia  and  convul- 
sive seizures  postoperatively.  Her  preoperative 
status  was  desperate  due  to  malnutrition,  fecal 
fistuli  and  multiple  abscesses. 

Case  11  developed  a severe  wound  infection 
following  ileostomy  and  subtotal  colectomy. 
This  problem  was  managed  successfully  with 
removal  of  the  rectal  stump  and  intensive  anti- 
biotic therapy. 

Case  18  was  in  excellent  preoperative  status. 
Subtotal  colectomy  and  ileostomy  was  elected 
as  the  procedure  of  choice.  Postoperatively  he 
developed  peritonitis  due  to  necrosis  of  the  ex- 
teriorized rectosigmoid  stump.  Prolonged  intra- 
venous fluid  administration  was  required.  On 
the  18th  postoperative  day  he  developed  con- 
vulsive seizures  with  deepening  coma.  Death 
seemed  imminent.  Serum  magnesium  determina- 
tion was  obtained  and  recorded  as  1 mEq/1 
in  comparison  to  a normal  value  of  1.5-2  mEq/1. 
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Administration  of  magnesium  sulfate  intraven- 
ously produced  dramatic  improvement.  Subse- 
quently, the  rectosigmoid  stump  was  removed 
and  he  has  made  remarkable  recovery. 

DISCUSSION 

If  the  etiology  of  ulcerative  colitis  were 
known,  management  of  this  catastrophic  dis- 
ease would  be  much  simpler.  Most  investigators 
agree  that  the  basic  etiology  is  not  due  to  pure- 
ly emotional  factors.3’4’5'7'8 

While  it  is  recognized  that  psychiatric  care  is 
an  important  adjunct  to  the  total  care  of  the 
patient,  evidence  in  support  of  an  organic  basis 
for  the  disease  process  is  the  following:  1)  the 
occurrence  of  ulcerative  colitis  in  the  new- 
born13"16, 2 ) failure  to  obtain  satisfactory  response 
to  psychotherapy  alone10,  3)  usual  localization 
of  the  pathologic  process  to  one  segment  of  the 
gastrointestinal  tract,  4)  precancerous  nature  of 
the  disease,  and,  5)  the  good  response  to  steroid 
and  surgical  management  of  the  disease.7’8 

It  is  most  reasonable  that  the  pediatrician 
should  remain  responsible  for  the  management 
of  the  patient  in  order  to  provide  continuity  of 
care.1718  It  should  be  pointed  out  that  six  of  the 
25  patients  so  managed  are  in  complete  remis- 
sion. All  received  steroids  initially.  But  with 
subsidence  of  their  symptoms  these  were  grad- 
ually withdrawn,  and  they  have  remained  well 
for  more  than  one  year.  Continued  medical  sur- 
veillance is  important  because  of  the  occasional 
occurrence  of  carcinoma  of  the  large  bowel  even 
when  in  clinical  remission.19'22 

In  our  opinion,  steroid  therapy7’8’20  is  impor- 
tant because  their  use  allows  patients  to  eat 
anything  they  wish,  go  to  school,  and  partici- 
pate in  sports.  Four  patients  on  steroids  sur- 
vived chiekenpox  without  complications. 

When  the  disease  was  active  for  over  a three- 
year  period,  however,  signs  of  chronic  disease 
usually  were  evident  in  the  form  of  growth  re- 
tardation, delayed  secondary  sexual  develop- 
ment, recurrent  anemia,  and  lack  of  energy.  The 
latter  features  accompanied  by  persistent  bari- 
um enema  evidence  of  irreversible  changes  for 
at  least  six  months  are  indication  for  total  colec- 
tomy and  ileostomy. 

In  accord  with  the  experience  of  others2124, 
recovery  following  ileostomy  and  colectomy  was 
spectacular  in  such  patients.  Weight  gain  was 


immediately  apparent,  but  height  growth  was 
somewhat  slower.  The  personality  changes  were 
remarkable. 

One  child  (case  21)  was  so  withdrawn  at  the 
time  of  admission  to  the  hospital  that  he  lay  in 
a fetal  position  and  would  not  talk  to  anyone. 
He  had  been  ill  for  two  years  with  unremitting 
disease.  While  therapy  was  being  planned  for 
him,  spontaneous  rectal  hemorrhage  occurred, 
necessitating  surgical  intervention.  After  two 
years  his  personality  has  improved  greatly  and 
at  present  he  attends  kindergarten. 

All  eight  patients  with  ileostomy  are  doing 
very  well.  All  but  one  are  active  in  school  af- 
fairs. One  is  in  college. 

Ileostomy  Club 

Selected  patients  have  benefited  from  their 
association  with  the  local  Ileostomy  Club.  When 
surgical  intervention  is  planned  on  an  elective 
basis,  it  has  been  our  practice  to  ask  a repre- 
sentative of  the  club  to  see  the  patient  prior  to 
surgery. 

In  addition  to  the  presence  of  irreversible 
changes  in  the  colon,  the  specific  indications  for 
colectomy  and  ileostomy  in  the  eight  cases  in 
this  series  were  severe  malnutrition  with  unre- 
mitting disease  in  three  (cases  1,  3,  and  11), 
severe  disease  with  marked  osteoporosis  and 
vertebral  collapse  in  one  (case  9),  acute  rectal 
hemorrhage  in  one  (case  21),  marked  growth 
retardation  and  delayed  secondary  sexual  de- 
velopment in  one  (case  2),  and  electively 
planned  in  two  (cases  10  and  18). 

In  the  latter  two  patients  one  was  a 16-year- 
old  girl  (case  10)  with  unremitting  disease  for 
five  years  whose  clinical  condition  was  excel- 
lent. Her  colon  on  examination  at  surgery  had 
diffuse  pseudo-polyp  formation  throughout. 

Surgery  was  planned  in  case  18  because  of  a 
very  stormy  course  with  severe  unremitting 
symptomatology.  Vomiting,  poor  weight  gain, 
abdominal  cramps,  listlessness  and  chronic  ane- 
mia were  present  for  much  of  the  two  years  he 
was  followed  prior  to  surgery. 

To  date,  no  patient  in  this  series  has  devel- 
oped carcinoma  of  the  large  bowl  because  of 
close  surveillance  while  on  medical  therapy  and 
aggressive  use  of  surgical  intervention  when  in- 
dicated. Other  series  invariably  have  reported 
this  complication.6’12’22 

The  occurrence  of  secondary  infection  and 
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TABLE  I 


TABULATION  OF  DATA  IN  25  CHILDREN  WITH  ULCERATIVE  COLITIS 


CASE 

SEX 

AGE 

OF  FINDINGS 

ONSET  BARIUM  ENEMA  COURSE 

DURATION 

OF 

DISEASE  COMPLICATIONS 

OUTCOME 

1 

M 

(yrs.) 

Inf. 

Universal  Chronic 

(yrs.) 

15 

Growth  retardation; 

L&W  at  age  15  yrs.  with 

2 

M 

8 

Universal  Chronic 

5 

fistula 

Growth  retardation; 

Ileostomy  and  Colectomy 
L&W  at  age  13  yrs.  with 

3 

F 

5 

Universal  Severe 

3 

delayed  sex  maturity  Ileostomy  and  Colectomy 
Rectal  abscesses  L&W  at  age  8 yrs.  with 

4 

F 

8 

Universal  Mild 

11 

severe  malnutrition 
Arthritis,  right 

Ileostomy  and  Colectomy 
Ileostomy  and  Colectomy, 

5 

M 

6 

None0*  Mild 

3 

hip 

None 

planned 

No  steroids  orally, 

6 

F 

10 

Universal  Chronic 

6 

Growth  retardation 

doing  well,  active 
If  no  remission  soon, 

7 

M 

8 

Transverse  Mild 

4 

None 

surgery  planned 
Remission,  one  year 

8 

F 

13 

Transverse  Mild 

3 

None 

Remission,  IV2  years 

9 

F 

13 

Descending  Severe 

3 

Osteoporosis  with  ver- 

-L&W. Ileostomy  and 

10 

F 

13 

Transverse  Chronic 

5 

tebral  compression 
None 

Colectomy  age  16 
L&W.  Elective  surgery 

11 

M 

7 

Descending  Severe 

5 

Infections  and 

at  age  18  years 
L&W.  Ileostomy  and 

12 

F 

12 

Transverse  Mild 

3 

growth  retardation 
None 

Colectomy  at  12  years 
Remission,  age  two  years 

13 

F 

11 

Transverse  Mild 

3 

None 

Remission,  age  two  years 

14 

F 

8 

Descending  Chronic 

3 

Growth  retardation 

Chronic  but  doing  well 

15 

F 

10 

Descending  Chronic 

3 

Vaginal  fistula 

on  steroids 
Doing  fairly  well  on 

16 

F 

3 

Universal  Chronic 

8 

Growth  retardation 

steroids 

Remission,  age  one  year; 

17 

F 

10 

Universal  Severe 

2 

Growth  retardation 

off  steroids 
Possible  surgery  soon 

18 

M 

13 

Universal  Fulminating 

1 

anemia,  recurrent 
Malnutrition;  severe 

L&W.  Ileostomy  and 

19 

M 

9 

Descending  Mild 

2 

disability 

None 

Colectomy  age  14  years 
Doing  well  on  steroids 

20 

F 

New- 

Universal Severe 

6 

Malnutrition; 

Expired  while  on 

21 

M 

born 

21/2 

Universal  Severe 

21/2 

sepsis 

Severe  hemorrhage; 

steroids 

L&W.  Ileostomy  and 

22 

M 

7 

Descending  Mild 

1 

withdrawal 

None 

Colectomy  age  5 years 
Doing  well  on  steroids 

23 

M 

2 

None**  Mild 

1 

None 

Doing  well  on  steroids 

24 

M 

13 

Descending  Mild 

1 

None 

Doing  well  on  steroids 

25 

M 

12 

Universal  Mild 

1 

None 

Doing  well  on  steroids 

^Universal  equals  universal  involvement 
Transverse  equals  transverse  and  descending 
Descending  equals  descending 
0 “Diagnosis  established  by  sigmoidoscopy 


peritonitis  in  three  of  the  six  patients  in  whom 
the  rectal  stump  was  left  in  place  following 
colectomy  and  ileostomy  would  seem  to  indi- 
cate that  total  colo-proctectomy  is  the  procedure 
of  choice  if  the  patient’s  condition  warrants  the 
added  risk  of  the  more  extensive  procedure. 
However,  each  case  must  be  evaluated  individ- 
ually. 

The  occurrence  of  hypo-magnesemia  in  case 


18  was  an  unforeseen  complication  and  almost 
resulted  in  mortality. 

The  one  death  in  this  series  (case  20)  our 
youngest  patient,  was  due  to  pyelonephritis  and 
sepsis  which  occurred  while  the  patient  was  re- 
ceiving steroid  therapy.  Surgical  intervention 
had  been  considered  because  of  the  failure  of 
response  to  medical  measures  and  the  extensive 
( Continued  on  next  page ) 
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(Continued  from  preceding  page) 

involvement  of  the  colon  at  such  a young  age. 
Surgery  was  deferred  and  she  expired  12  days 
after  admission. 

Her  condition  was  poor  throughout,  and  it 
may  be  that  surgical  intervention  could  not  have 
been  tolerated.  However,  in  view  of  the  good 
results  in  older  children,  a more  aggressive  sur- 
gical approach  may  have  been  warranted. 

SUMMARY 

Twenty-five  cases  of  ulcerative  colitis  in  chil- 
dren are  reported. 

After  a follow-up  of  one  to  seven  years,  one 
has  expired,  six  are  in  complete  remission  with- 
out steroid  medication,  eight  have  been  opera- 
ted upon  by  procto-colectomy  and  ileostomy 
and  ten  have  active  chronic  disease  and  require 
continued  steroid  therapy.  In  three  of  the  latter, 
surgical  intervention  is  planned  in  the  near  fu- 
ture. None  has  developed  carcinoma  of  the 
large  bowel. 

The  important  role  of  the  pediatrician  or  fam- 
ily physician  is  emphasized  and  in  our  opinion, 
surgical  and  psychiatric  therapy  should  be  uti- 
lized as  for  any  other  medical  illness. 

Steroid  therapy  is  a valuble  adjunct  to  pedi- 
atric management,  but  requires  constant  sur- 
veillance of  these  children  because  of  the  dan- 
ger of  osteoporosis,  infection,  and  other  compli- 
cations of  such  therapy. 
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Radiation  Monitoring  Center 

Dr.  Lloyd  M.  Farner,  Commissioner,  has  announced  that  the  State  Depart- 
ment of  Health  has  established  a Radiation  Monitoring  Center.  This  center  will 
be  manned  by  personnel  of  the  Bureau  of  Environmental  Health.  It  will  serve 
as  a focus  for  information  regarding  the  levels  of  fallout  in  air  and  milk  in 
Arizona  and  throughout  the  country.  The  center  will  also  answer  questions  on 
radiological  health. 

For  information  on  health  aspects  of  radiation,  fallout,  and  nuclear  test  activi- 
ties contact: 


Radiation  Monitoring  Center 
Room  301 

State  Office  Ruilding 
1624  West  Adams  Street 
Phoenix  7,  Arizona 


Telephone  number: 
Area  Code  602 
Number  271-4643 
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Lipoid  Pneumonia 

A case  report 


Samuel  L.  Cohen,  M.D. 
Fred  C.  Schoene,  M.D. 


In  view  of  the  essentially  irreversible  nature  of  lipoid  pnuemonitis,  it  is 
always  good  to  be  cognizant  of  any  agent  which  may  cause  this  condition. 
Several  of  the  ingredients  in  the  proprietary  substance  used  in  this  case 
have  in  the  past  been  implicated  in  the  lipoid  pneumonitides. 


LIPOID  pneumonia  from  inhalation  and  inges- 
tion of  mineral  oil  over  a period  of  time  is  a 
well-known  entity  with  well-known  radiograph- 
ic changes.  Many  types  of  lipoid  pneumonia  due 
to  various  kinds  of  petroleum  products  have 
been  reported. 

This  case  is  presented  primarily  because  it 
proved  to  be  an  example  of  lipoid  pneumonia 
due  to  a different  petroleum  agent  which  has 
been  in  wide  use  for  many  years. 

Radiology  Service,  Veterans  Administration  Hospital,  Phoenix, 
Arizona,  and  800  First  Avenue,  Phoenix.  (Dr.  Cohen) 

Pathology  Service,  Veterans  Administration  Hospital,  Phoenix, 
Arizona.  (Dr.  Schoene) 


CASE  REPORT 

History 

This  patient  was  a 55-year-old  white  male  who  was  ad- 
mitted to  the  Veterans  Administration  Hospital,  Phoenix, 
Arizona  on  8-9-60  and  discharged  on  9-9-60.  He  had 
been  under  the  care  of  his  local  physician  since  January, 
1958.  During  the  past  year  the  patient  noticed  some 
episodes  of  substernal  pain. 

A normal  chest  X-ray  film  was  seen  a year  prior  to 
present  admission.  On  8-10-60  (Figure  1)  a chest  X-ray 
revealed  several  shadows  in  the  right  lower  lung  field. 
For  this  reason  the  patient  was  referred  to  this  hospital. 

The  patient  had  a dry  cough  for  several  weeks.  There 
was  no  hemoptysis  or  weight  loss.  Interpretation  of  the 
chest  films  by  the  radiological  department  refer  to  the 
nodular  type  of  infiltrations.  The  possibility  of  lipoid 
pneumonia  was  presented. 

The  patient  was  further  questioned  and  it  was  found 
that  lie  had  complained  of  a dry  “smoker’s  throat”  for 
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the  past  three  years.  The  patient  smoked  approximately 
one  pack  of  cigarettes  a day.  It  was  found  that,  over 
the  past  three  years,  the  patient  had  been  putting  a 
tablespoonful  of  Vick’s  VapoRub,  daily,  in  the  back  of 
his  throat  to  dissolve  slowly. 

Other  past  history  was  not  remarkable. 

Physical  Examination 

Physical  examination  revealed  a well  developed,  very 
slight  male  in  no  distress.  The  chest,  heart  and  lungs 
were  normal.  The  abdomen  and  other  findings  were  all 
normal. 

Laboratory  Data 

Hemoglobin  and  electrocardiogram  were  normal. 
Course  in  Hospital 

On  8-22-60  a bronchoscopy  showed  some  reddening 
in  the  right  lower  lobe  bronchial  orifice.  Secretions  were 
negative  for  tumor  cells.  Scalene  biopsy  was  negative. 

On  8-31-60  the  patient  had  a right  lower  lobectomy. 
Four  to  six  solitary  nodules  scattered  through  the  right 
lower  lobe  were  seen  on  the  gross  specimen.  The  pa- 
tient had  an  uneventful  postoperative  course  and  was 
discharged. 

Pathological  Examination 

The  specimen  in  the  right  lower  lung  was  examined 
and  the  pathologist,  Dr.  F.  C.  Sehoene,  noted  on  gross 
examination  an  odor  compatible  with  a mentholatum  or 
volatile  type  oil.  An  increased  amount  of  oiliness  was 
noted  to  the  specimen.  Microscopic  examination  of  the 
right  lower  lobe  (Figure  2)  revealed  a definite  lipoid 
pneumonia. 

Postoperative  Follow-Up 

The  patient  returned  on  11-3-60.  Incision  was  well 
healed.  Patient  was  asymptomatic  and  had  returned  to 
work. 

SUMMARY 

A case  of  lipoid  pneumonia  is  presented  due 
to  chronic  use  of  Vicks  VapoRub  associated  with 
chronic  dry  “smoker’s  throat.”  The  use  of  this 
material  for  throat  conditions  apparently  is 
widespread.  The  physical,  X-ray  and  pathologi- 
cal findings  are  presented.  Recognition  of  this 
entity  is  felt  to  be  important  in  cautioning  pa- 
tients and  physicians  against  the  use  of  this  ma- 
terial in  this  manner. 

[ The  composition  of  Vicks  VapoRub  is  eucalyptol 
(from  oil  of  eucalyptus,  lavender,  wormseed  and 
cajeput),  camphor,  menthol,  petroleum  base  and 
other  aromatics.  — Ed.] 
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FIG.  1.  Note  nodularity  in  the  right  lower 
lobe. 


FIG.  2.  Pathological  sp  ecimen  of  lung 
showing  lipoid  pneumonia. 
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The  Continued  Control 
of  Tuberculosis 

B.  P.  Storts,  M.D. 


The  conirol  and  eradication  of  tuberculosis  is  possible.  This  reminder  is 
one  of  many  in  the  current  national  campaign.  Emphasis  is  made  that  the 
use  of  available  weapons  is  consistent  with  office  practice. 


THE  control  and  eradication  of  tuberculosis  is 
a continuous  problem.  The  control  of  any  dis- 
ease depends  on  the  continuity  of  medical  ef- 
fort. The  tools  for  the  control  of  tuberculosis 
are  available. 

Infants  should  have  a tuberculin  test  before 
reaching  one  year  of  age.  The  diagnosis  of  pri- 
mary tuberculosis  is  made  by  this  test.  The  chil- 
dren with  negative  tests  should  be  retested  each 
year.  The  tuberculin  test  is  an  essential  part  of 
the  medical  examination  of  the  child.2 

The  tuberculin  test  may  be  done  by  the  intra- 
dermal  method,  by  the  patch  test,  or  by  the 
Tine  test.  Any  or  all  of  these  are  easy  to  do  and 
suitable  for  office  practice. 

I prefer  the  tuberculin  old  for  the  Mantoux 
test  as  prepared  by  Parke-Davis  for  intradermal 
testing.  I have  used  this  test  for  many  years,  and 
feel  more  confident  in  interpreting  the  positive 
reaction.  It  should  be  indurated  and  measure 
at  least  5 mm.  in  diameter. 

The  PPD.  as  prepared  by  Parke-Davis  from 
the  recommendation  of  Dr.  Florence  Seibert  is 
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strengths  available.  The  positive  test  should  be 
preferred  by  most  investigators.  There  are  three 
measured  and  it  should  be  at  least  5 mm.  in  di- 
ameter. 

It  is  becoming  increasingly  evident  that  the 
positive  reaction  may  be  evidence  of  cross-sen- 
sitization. It  is  important  that  the  child  found 
with  a positive  test  be  properly  checked.  The 
recommendation  that  all  children  found  posi- 
tive, under  4 years  of  age,  be  treated  with  isoni- 
azid  emphasizes  the  importance  of  this  observa- 
tion.1 

Vollmer  and  Tine  Tests 

The  Vollmer  patch  test  is  not  quite  so  accu- 
rate but  is  convenient  and  should  not  be  dis- 
carded. The  Tine  test  as  prepared  by  Lederle  is 
the  most  convenient  to  do  but  requires  careful 
interpretation.  I find  it  a little  difficult  to  inter- 
pret unless  it  is  strongly  positive  or  clearly  nega- 
tive. It  is  not  unusual  to  have  a difference  of 
opinion  regarding  the  same  test  or  a repeat  test 
on  the  same  child. 

Tuberculin  positive  children  must  be  classi- 
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fied  to  be  managed  correctly.  An  approach  is  to 
consider  five  main  groups.3 

1.  Tuberculin  positive  children  who  have 
no  active  disease.  These  children  are  over 
three  years  of  age.  They  have  not  had  a 
recent  negative  tuberculin  test.  Their 
test  X-ray  is  completely  normal.  They  do 
not  require  treatment. 

2.  Children  who  are  found  to  be  positive 
but  were  negative  at  the  last  test,  espe- 
cially if  the  test  is  an  annual  study.  These 
children  should  be  treated. 

3.  Infants  and  young  children  under  3 years 
of  age  found  to  be  tuberculin  positive. 
These  children  should  receive  treatment 
for  at  least  one  year. 

4.  Tuberculin  positive  children  with  chest 
X-ray  evidence  of  a fresh  primary  com- 
plex. Drug  therapy  is  indicated  in  this 
group. 

5.  Tuberculin  positive  children  with  active 
disease.  Intensive  therapy  is  required. 

A sixth  group  could  include  newborn  infants 
or  children  who  are  negative  but  are  exposed  to 
active  tuberculosis,  or  will  likely  be.  This  group 
may  be  treated  prophylaetically  or  they  may  be 
considered  candidates  for  BCG  Vaccination. 
BCG  (bacille  Calmette  Guerin)  is  no  myth.4  It 
has  not  been  used  in  the  United  States  very  much 
although  there  are  some  excellent  studies  avail- 
able. In  many  countries,  such  as  France,  Nor- 
way, and  Japan,  BCG  is  required  by  law.  There 
are  those  who  recommend  that  a negative  test 
calls  for  protection  of  BCG.5 

The  child  with  a positive  tuberculin  must  be 
managed  with  this  grouping  in  mind.  The  rou- 
tine history  and  chest  X-ray  will  usually  be  suf- 
ficient. Extensive  laboratory  studies  including 
gastric  lavage  for  bronchial  secretions  may  be 
advisable.  This  may  be  necessary  to  determine 
tubercle  bacilli  that  are  resistant  to  available 
drugs.  Satisfactory  management  is,  however, 
most  often  compatible  with  office  practice. 

Drug  therapy  is  the  key  to  the  management 
of  tuberculosis  in  the  child.  Isoniazid  should  be 
given  to  all  positive  reactors  except  the  type  one 


classification.  If  activity  is  present  para-amino- 
salicylic acid  (PAS)  is  included  in  the  regime. 
This  regime  is  as  effective  as  the  streptomycin 
drugs  and  less  hazardous.  The  dose  of  isoniazid 
is  given  as  from  3 to  10  mg.  per  Kg.  per  day. 
The  incidence  of  peripheral  neuritis  increases 
with  the  larger  doses.  Pyridoxine  (Vitamin  B6) 
in  a daily  dose  is  advised  for  prevention  of  this 
problem. 

Therapy  in  Positive  Test 

I prescribe  isoniazid  5 mg.  per  Kg.  per  day 
for  the  child  found  with  a positive  test.  This  is 
carried  for  at  least  one  year.  If  there  is  an  active 
primary  complex  or  a question  of  activity  larger 
doses  up  to  10  mg.  per  Kg.  per  day  for  short 
periods  are  used.  If  PAS  is  added  to  the  regime 
a dose  of  0.2  mg.  per  Kg.  per  day  is  ordered.6 

Routine  measures  such  as  diet,  rest,  vitamins, 
and  protection  for  other  diseases  is  important. 
Bed  rest  is  not  emphasized  as  in  the  past.  If  the 
illness  is  active,  restriction  is  obvious  but  pro- 
longed periods  of  rest  are  not  required. 

A study  of  the  environment  of  the  child  for 
contact  with  adult  type  tuberculosis  is  neces- 
sary. The  exposure  to  the  open  case  must  be 
stopped. 

Tuberculosis  is  a chronic  disease.  Tuberculosis 
requires  continued  intense  medical  effort.  The 
present  negative  attitude  toward  the  tuberculin 
test  is  not  justified.  Emphasis  on  the  importance 
of  the  correct  interpretation  of  the  positive  tu- 
berculin test  is  needed.  That  all  positive  reactors 
under  4 years  of  age  be  treated  for  one  year 
with  isoniazid  is  a serious  decision  but  can  be 
met  in  routine  office  practice. 
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Steroid  Actions  and  Uses 


A panel  discussion 


Moderator:  Harry  E.  Thompson,  M.D. 

Panelists:  S.  Kent  Conner,  M.D. 
Robert  T.  Manning,  M.D. 
John  Mills,  M.D. 
John  W.  Rebuck,  M.D. 
Alfred  M.  Steinman,  M.D. 


A problem  of  particular  interest  in  the  Southwest  to  all  medical  practi- 
tioners. 


Dr.  Thompson:  Dr.  Robert  T.  Manning,  our 
first  speaker,  will  discuss  “Spironolactones  in  the 
Clinical  Management  of  Edematous  States.”  Dr. 
Manning  is  an  Associate  in  Medicine,  University 
of  Kansas  Medical  Center,  Kansas  City,  Kansas. 

Dr.  Manning:  There  are  many  steroids  on  the 
market.  Practically  a new  one  comes  on  every 

month  or  so.  They  are 
all  purported  to  have 
new  actions.  And  really, 
not  many  of  them  art 
new  in  the  clinical  sense, 
although  many  may  be 
chemically  slightly  dif- 
ferent. 

We  had  a guest  at  the 
medical  center  about 
two  years  ago  who  was 
quite  excited  about  a 
bit  of  research  he  was 
doing.  He  told  a story 
which  I think  is  appro- 
priate to  the  subject  of 
this  panel  on  the  excite- 
ment about  new  compounds,  new  materials  and 

Breakfast  Panel  Discussion,  70th  Annual  Meeting,  The  Ari- 
zona Medical  Association,  Inc.,  Safari  Hotel,  Scottsdale,  Arizona, 
April  27,  1961. 


new  methods  of  therapy. 

The  story  was  that  in  a future  year,  a Martian 
landed  on  the  surface  of  the  earth.  And  one  of 
his  first  goals  was  to  learn  how  earth  men  did 
things.  He  visited  the  famous  scientific  institu- 
tions around  the  country  and  talked  with  the 
scientists.  He  finally  asked  how  earth  men  cre- 
ated new  earth  men.  In  return,  one  of  the  earth 
men  asked  the  Martian  how  Martians  created 
new  Martians. 

“It  is  all  very  simple,”  he  said.  “We  take  cer- 
tain compounds,  so  much  salt,  and  so  much 
water,  put  them  into  a computer  and  push  the 
proper  buttons.  We  can  create  any  kind  of  new 
Martian  that  we  wish.  How  do  you  earth  men 
do  it?” 

There  was  then  great  silence  and  embarrass- 
ment. But  the  Martian  insisted  that  he  be 
shown  how  new  earth  men  were  created.  Final- 
ly a demonstration  was  arranged.  After  observ- 
ing, the  Martian  said,  “This  is  very  interesting. 
But  where  is  the  new  earth  man?” 

To  which  the  earth  scientist  replied,  “We 
must  wait  nine  months  for  the  new  earth  man.” 
The  Martian  exclaimed,  “Well,  if  you  have  to 
wait  nine  months,  what’s  all  the  excitement 
about  now?” 

And  I think  this  is  quite  true  about  new  ste- 
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roids  and  their  actions.  We  get  very  excited  about 
them.  But  nine  months  later  we  decide  that 
these  are  not  much  different  from  the  com- 
pounds we  were  originally  using. 

The  basic  steroid  nucleus  is  the  cyclopen  teno- 
phenanthrene-ring  structure.  This  basic  steroid 
nucleus  is  the  same  for  all  materials  for  which 
we  use  the  generic  name,  steroid.  I think  we 
should  review  some  of  the  structure  — function 
relationships. 

When  we  speak  of  estrogens,  we  are  talking 
about  a steroid  nucleus  with  a methyl  group. 
Biochemists  would  call  these  Cis  steroids,  be- 
cause in  the  cyclopentenophenanthrene  nucleus 
there  are  17  carbon  atoms,  and  this  makes  18. 
If  we  then  unsaturate  this  ring,  we  have  the 
basic  estrogen  nucleus,  the  Cis  steroids.  If  we 
add  an  angular  methyl  group,  we  have  C19  ster- 
oids. This  is  the  basic  structural  appearance  of 
androgenic  materials.  Dr.  Steinman  will  discuss 
some  androgenic  materials,  and  they  will  all 
have  this  unit  in  common.  Many  of  them  will 
have  different  degrees  of  unsaturation.  And  at 
position  3 and  position  17  the  will  carry  oxygen 
in  one  form  or  another,  either  a ketone  group 
or  a hydroxyl  group.  This  makes  the  material 
androgenic. 

WHEN  we  use  the  word  steroids  in  clinical 
practice,  most  of  us  are  talking  about  cortico- 
steroids. They  have  21  carbon  atoms,  so  they 
can  be  referred  to  as  C21  steroids.  The  Cis  are 
estrogens,  the  C19  are  androgens,  the  Ca/s  are  the 
true  corticosteroids  of  the  adrenal  cortex.  This  is 
the  true  corticosteroids  of  the  adrenal  cortex. 
This  is  not  to  say  that  the  adrenal  cortex  does  not 
make  androgenic  or  estrogenic  materials.  It  does 
indeed.  But  the  major  products  are  these  C21 
compounds.  Corticosterone,  a C21  steroid,  is  the 
one  from  which  all  the  others  are  named. 

DOCA,  desoxycorticosterone,  has  the  oxygen 
removed  at  the  11  position.  We  put  it  back,  add 
a hydroxyl  group  at  position  17  and  have  hydro- 
cortisone, 17-hydroxy-corticosterone.  We  take 
this  hydrogen  off,  make  it  a ketone  group,  and 
have  cortisone,  11-dehydro,  17-hydroxy-cortico- 
sterone. 

These  changes  have  been  at  two  critical  po- 
sitions, the  11  position  and  the  17  position.  All 
the  other  steroids  that  are  commercially  made 
are  variations  on  the  same  theme:  They  intro- 
duce other  groups  into  the  basic  steriod  nucleus 


which  alters  the  action  of  the  oxygens  at  posi- 
tions 11  and  17.  For  example,  fluorol  cortisone 
has  a fluorine  group  added  at  the  9 position. 
This  has  a rather  remarkable  effect  on  the  oxy- 
gen in  the  11  position,  and  it  gains  rather  re- 
markable mineral  effects  via  this  change. 

Another  alteration  is  the  addition  of  a double 
bond  at  positions  1 and  2.  In  chemical  parlance 
this  is  called  a delta  group.  So  this  material  is 
now  delta-l-hydrocortisone,  or  prednisolone.  Del- 
ta-l-cortisone  is  prednisone.  So  again,  variations 
on  the  same  theme,  the  introduction  of  this  dou- 
ble bond  doing  nothing  probably  but  reducing 
the  quantity  of  material  to  produce  a given 
clinical  effect. 

There  was  much  excitement  about  this  mate- 
rial at  first  in  that  it  would  not  have  mineralo- 
corticoid  effects.  One  can,  however,  produce 
rather  massive  sodium  retention  and  water 
changes  in  a patient  by  giving  sufficient  quan- 
tities of  prednisone  or  prednisolone. 

Another  material  to  reach  the  market  is  6 
methylprednisolone,  or  Medrol.  The  addition  of 
a methyl  group  alters  function  again  by  intra- 
molecular action  on  the  11-oxygen  group.  An- 
other is  the  addition  of  a hydroxyl  group,  or 
triamcinolone,  9-alpha  fluorol,  6-methyl,  16  hy- 
droxyl. 

One  material  which  is  a bit  of  a maverick  is 
aldosterone.  Aldosterone  differs  in  a way  that 
none  of  the  other  materials  show,  and  that  is 
the  introduction  of  an  aldo  group  at  position  18. 
This  creates  a compound  different  from  any 
other  steroid  that  we  presently  know,  the  most 
potent  mineralo-corticoid  effect  known.  It  was 
thought  from  its  structure  that  it  must  have  a 
completely  different  mechanism  of  action  than 
any  of  the  other  steroids.  But  apparently  at 
body  pH.,  it  exists  as  a Hemiacetal,  with  the 
oxygen  on  the  11  position.  It  is  again  really  ef- 
fecting the  function  of  the  oxygen  group  at  po- 
sition 11  and  probably  produces  its  marked 
mineralo-corticoid  effects  by  this  alteration  of 
the  molecule. 

There  are  a number  of  structure-function  re- 
lationships that  I think  point  out  that  there 
is  not  a great  deal  of  difference  in  any  of  the 
steroids  presently  on  the  market  or  likely  to 
come  on  the  market.  But  for  a given  clinical 
dosage  of  a material,  we  can  still  see  all  of 
the  side  effects  as  with  the  basic  compounds 
of  hydrocortisone  and  cortisone. 
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One  other  point  that  frequently  produces  some 
difficulty  is  the  laboratory  measurement  of  17- 
hydroxycorticoids,  ketosteroids  and  ketogenic 
steroids.  When  the  laboratory  says  it  is  meas- 
uring 17-hydroxycorticoids,  or  the  Porter-Silber 
reacting  materials,  it  is  measuring  compounds 
structurally  like  the  hydrocortisone. 

t/'ETOSTEROID  measurements  effect  the  pres- 
sure of  compounds  which  have  a ketone  group 
at  position  17,  such  as  androgenic  materials.  Ke- 
togenic steroids  indicates  that  the  materials  are 
capable  of  producing  a 17-keto  group  under 
proper  conditions,  such  as  hydrocortisone.  This 
has  some  clinical  usefulness  because  in  certain 
disorders  of  adrenal  function,  adrenal  tumors, 
adrenal  carcinomas,  there  are  materials  which 
are  produced  which  are  not  ketosteroids,  which 
are  not  measured  as  17-hydroxycorticoids  but 
which  are  ketogenic  steroids.  So  it  is  of  some 
clinical  usefulness  to  use  all  three  of  these  in 
various  tests. 

The  subject  of  chief  interest  is  the  spironolac- 
tones. We  have  been  interested  in  these  for  two 
or  three  years,  thanks  to  Searle  & Co.,  which 
sent  some  of  this  material  fairly  early.  We  have 
had  some  recent  experience  in  the  use  of  these 
materials  in  patients  with  edema  of  renal  origin. 

In  patients  with  edema  of  renal  origin,  par- 
ticularly in  children  with  the  nephrotic  syn- 
drome, a considerable  problem  of  management 
exists.  If  the  patient  does  not  respond  to  the  ad- 
ministration of  any  of  the  others,  various  maneu- 
vers such  as  nitrogen  mustard  are  used  to  try 
to  get  them  to  diurese. 

A young  lady  of  25  came  into  the  hospital 
with  a rather  massive  edema.  Her  diagnosis  is 
still  in  question.  She  had  ingested  sulfa  drugs. 
Did  she  have  a sulfadiazine  nephritis?  She 
weighed  165  pounds.  (Her  normal  weight  was 
140  pounds.)  She  had  the  classic  nephrotic  look: 
puffy  eyes,  puffy  hands,  puffy  legs.  She  was 
given  spironolactone.  Her  base  line  sodium  ex- 
cretions ranged  in  the  level  of  10  to  11  mEq. 
per  day.  After  she  was  on  spironolactones,  her 
weight  dropped,  her  sodium  excretion  rose  to 
200  to  270  mEq.  per  day,  and  she  had  a rather 
remarkable  diuresis. 

In  a young  man  with  Kimmelstiel-Wilson’s 
disease  and  diabetes,  we  obtained  a very  grati- 
fying diuresis  when  he  was  put  on  spironolac- 
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tones.  But  his  serum  potassium  rose  to  8 mEq. 
per  liter. 

Another  patient  with  diabetes  and  a nephrotic 
syndrome  was  completely  unresponsive  to  other 
diuretic  measures.  When  put  on  spironolactone 
he  had  a beautiful  diuresis,  and  lost  from  130 
pounds  to  a dry  weight  of  80  pounds.  But  again 
the  serum  potassium  rose  to  8 mEq.  per  liter, 
even  while  on  chlorothiazide  in  an  attempt  to 
reduce  this. 

This  phenomenon  of  potassium  rise  has  oc- 
curred in  this  group  of  patients  with  edema  of 
renal  origin  only  if  they  have  had  renal  excretory 
failure,  that  is,  if  their  BUN.’s  were  elevated. 
The  children  with  nephrotic  syndrome  who  have 
not  had  an  elevation  of  BUN.  have  shown  no 
change,  or  only  an  insignificant  change  of  serum 
potassiums.  We  think  we  have  been  able  to  about 
this  effect  in  some  patients  by  giving  them 
large  doses  of  chlorothiazide  at  the  same  time. 

But  I think  this  is  a useful  newer  steroid  in  a 
little  different  application  than  has  been  re- 
ported in  the  literature  in  the  treatment  of  pa- 
tients with  renal  edema.  And  when  used  with 
caution  with  post-observation  of  the  potassium 
levels  in  electrocardiograph  tracings  it  is  a use- 
ful adjunct  in  the  patient  with  refractory  edema 
of  renal  origin. 

Dr.  Steinman:  During  this  diueretic  period 
with  spironolactones,  was  there  an  alteration  in 
the  serum  proteins  and  serum  lipids? 

Dr.  Manning:  We  did  not  measure  serial  se- 
rum lipids.  Some  of  these  patients  have  had  them 
periodically,  and  I cannot  tell  you  if  there  was 
any  change.  There  was  no  change  in  the  loss 
of  albumin  in  the  urine,  and  I do  not  recall  any 
significant  changes  in  serum  patterns. 

Dr.  Mills:  Dr.  Manning  emphasized  one  very 
important  point,  that  the  propensity  of  all  these 
hormones  to  produce  side  effects  increases  in 
parallel  with  their  intrinsic  activity.  I think  sev- 
eral of  these  steroids  have  other  side  effects 
which  are  shown  by  some  of  the  parent  com- 
pounds, but  in  these  derivatives  they  seem  to  be 
brought  out.  Perhaps  one  of  them  would  be  the 
catabolic  effect  of  trimcinolone,  in  which  weight 
loss  and  loss  of  muscles  may  be  extreme  in  cer- 
tain patients. 

Dr.  Manning:  I did  not  mention  either  any  of 
the  anabolic  agents.  But  these  are  basically  ster- 
oid materials.  Most  of  them  are  progesterone 
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derivatives.  Most  of  them  have  androgenic  ac- 
tivity. Dr.  Poser  refers  to  them  as  castrated  tes- 
tosterones. 

Dr.  Thompson:  Onr  next  speaker  is  Dr.  John 
Rebuck,  Department  of  Laboratories,  Henry 
Ford  Hospital,  Detroit,  Michigan. 

Dr.  Rebuck:  It  is  maybe  a little  strange  that 
a pathologist  should  enter  the  land  of  the  living. 
But  we  have  a technique  I am  anxious  for  you 
to  hear  about  which  one  of  my  colleagues,  Larry 
Berman,  has  termed  the  “human  skin  window. 

This  gives  us  the  opportunity  to  test  the  anti- 
inflammatory effects  of  any  of  these  compounds 
on  the  human  instead  of  the  hamster,  the  guinea 

pig  or  the  rabbit.  With 
ACTH  we  can  do  a be- 
fore and  during  experi- 
ment, because  this  is  sys- 
temic therapy.  So  before 
therapy  we  scrape  away 
just  a little  lesion  on  the 
volar  surface  of  the  fore- 
arm. 

We  do  this  in  dupli- 
cate, usually,  and  put  a 
little  cover  slip  over  the 
lesion  after  we  have  ap- 
plied some  sort  of  a harmless  antigen,  like  diph- 
theria toxoid  or  a triple  typhoid.  We  use  these 
because  they  are  easy  to  identify  as  to  their  im- 
munologic consequences.  Now  we  replace  these 
cover  slips  every  three  hours  or  so.  You  can 
stain  them  and  look  at  them  just  like  a blood 
smear.  At  the  end  of  the  day  you  have  a whole 
set  of  slides  to  study  to  see  what  happens  to  the 
patient’s  leukocytic  defenses. 

At  six  hours  of  inflammation  the  field  is  flood- 
ed with  neutrophilic  leukocytes  and  a few  mon- 
onuclears which  strangely  enough  migrate  to  the 
under  surface  of  the  cover  slip  (I  think  they 
think  it  is  skin  they  are  migrating  under). 

Before  the  therapy  the  neutrophils  begin  to 
degenerate.  But  the  mononuclears,  these  little 
lymphocytes,  crawl  in  like  worms.  More  and 
more  of  them  fill  the  field,  because  these  are 
the  cells  that  are  going  to  furnish  the  macro- 
phages. 

So  at  12  hours  we  have  more  and  more  of 
these  small,  hypertrophying  lymphocytes,  the 
small,  so-called  round  cells  of  human  inflam- 
mation. Twelve  hours  seems  to  be  the  key  stage 


of  human  inflammation.  This  is  the  12  hour 
stage  that  determines  whether  we  are  going  to 
make  it  or  not  in  removing  the  antigen. 

If  we  take  the  same  patient  during  ACTH 
therapy,  we  have  to  look  hard  to  find  any  cells 
that  have  migrated.  But  when  we  do,  we  see 
that  they  are  completely  devoid  of  the  small, 
round  mononuclears.  We  find  a few  tissue  mac- 
rophages which  are  always  there,  and  a few 
neutrophilic  leukocytes  but  that  is  all,  because 
all  the  small  round  cells  have  been  picked  out 
of  the  defensive  response. 

Now  back  to  the  control,  that  is  the  before 
therapy  experiment.  We  will  see  that  the  small 
round  mononuclears  begin  to  hypertrophy  at 
the  fourteenth  hour.  At  the  end  of  the  first 
day,  the  field  is  just  one  sheet  of  these  blood 
formed  macrophages  which  now  completely  heal 
the  lesion. 

Now  again  in  a before  ACTH  type  of  experi- 
ment at  the  key  twelfth  hour  if  we  touch  the 
lesion  with  India  ink,  we  can  test  to  see  how 
phagocytic  the  remaining  neutrophils  are  in  hu- 
man lesions.  In  this  before  experiment,  all  of 
them  are  very  avidly  phagocytic  for  the  carbon 
particles.  They  just  load  themselves  with  carbon 
particles. 

But  during  the  customary  clinical  dosages  of 
ACTH,  we  find  two  striking  events.  One  is  that 
the  small  round  cells  which  would  furnish  the 
bulk  of  macrophages  are  reduced  to  a very  min- 
imum. But  the  neutrophils  that  do  happen  to 
come  out  cell  for  cell  are  very  poorly  phagocy- 
tic. So  we  have  deleted  the  potential  macro- 
phages from  the  inflammatory  leukocytic  de- 
fenses, and  the  cells  that  do  still  respond  are 
depressed  as  to  their  phagocytic  power. 

Now  this  is  not  an  attack  upon  steroid  therapy. 
I think  it  is  something  that  you  should  keep  in 
mind  when  you  are  utilizing  it  so  that  you  will 
be  perfectly  aware  of  what  is  going  on  with  the 
leukocytic  defenses. 

And  now  you  can  actually  statistically  analyze 
this.  You  can  see  after  beginning  ACTH  admin- 
istration that  there  is  a significant  depression 
when  you  count  1,000  phagocytic  cells  at  10  or 
12  hours.  You  can  see  a significant  depression  of 
their  phagocytic  abilities  because  those  cells  are 
the  number  per  1,000  that  are  actually  ingesting 
material. 
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WE  use  ordinary  blood  stains  to  show  the 
quantitative  depression  of  leukocytic  defenses. 
But  you  also  use  things  like  histochemistry.  The 
before  key  12  hour  stage  shows  a very  marked 
assumption  of  peroxidase  activity  which  is  really 
the  key  respiratory  enzyme  of  leukocytes.  The 
small  round  cells  and  neutrophils  are  very 
strongly  positive,  have  a high  content  of  peroxi- 
dase. 

During  ACTH  therapy  we  get  a marked  de- 
pletion in  some  instances  of  this  enzymatic  con- 
tent in  the  leukocytes.  So  we  have  not  studied 
all  the  ramifications  of  enzymatic  depletion. 
Even  if  we  have  a quantitative  normalcy  in  the 
responses,  one  cannot  be  sure  if  they  are  actu- 
ally enzymatically  functioning  normally. 

In  certain  places  where  there  has  been  a hy- 
persensitivity response,  polyarteritis  nodosa  or 
uveitis  and  where  there  is  no  actually  growing 
causative  lethal  organism,  it  might  be  very,  very 
important  to  get  rid  of  this  exudate.  In  a patient 
with  polyarteritis  nodosa,  even  her  skin  window 
showed  a precocious  outpouring  at  seven  hours 
of  small  round  mononuclears  and  a lot  of  eosino- 
phils. 

So  during  ACTH  therapy,  by  deleting  these 
precocious  lymphocytes  in  the  outpouring  of 
eosinophils  at  seven  hours,  we  restore  this  pa- 
tient to  a pretty  normal  neutrophilic  leukocytic 
defense. 

One  strange  case  is  the  patient  with  Boeck’s 
sarcoid.  All  the  textbooks  and,  for  once,  the  skin 
windows  do  agree.  The  textbooks  say  that  dur- 
ing the  early  hours  of  acute  human  inflamma- 
tion, the  neutrophils  pour  out.  In  patients  with 
Boeck’s  sarcoid,  however  (this  is  the  only  ex- 
ception we  have  seen  to  this  in  any  disease), 
instead  of  having  neutrophils  pour  out  to  man 
the  defenses,  the  tissue  macrophages  just  plunge 
into  the  field  within  the  first  five  hours.  In  the 
normal  this  could  only  be  accomplished  at  the 
end  of  the  first  day.  Yet  this  is  a precocious  tis- 
sue macrophage  response.  In  spite  of  sympto- 
matic relief  with  the  steroids,  this  type  of  pe- 
culiar response  was  not  modified  during  ACTH 
therapy. 

In  topical  cortisone,  we  can  do  a side  by  side 
study.  In  one  we  can  put  the  suspending  agent 
in  which  the  manufacturer  puts  up  his  cortisone. 
In  the  other  we  will  actually  put  some  cortisone 
in  cells.  Now  this  is  side  by  side.  You  can  do 
this  at  the  same  time,  hour  by  hour,  to  see  what 
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happens  with  cortisone.  You  have  to  take  a pre- 
caution, of  course,  that  you  do  not  get  venous 
or  lymphatic  drainage  from  the  cortisone  treated 
lesion  into  the  control  lesion. 

In  the  lesion  which  only  got  the  sustaining 
agent  there  will  be  the  customary  hypertrophy- 
ing  small  round  cells  in  great  numbers.  In  the 
lesion  that  receives  the  cortisone  at  the  same 
time  ( 14  hours ) the  marked  depletion  of  the 
leukocytic  responses  can  be  seen.  This  is  be- 
cause almost  all  the  small  round  cells  are  gone 
and  only  a few  neutrophils  remain. 

This  is  something  that  we  must  keep  in  mind 
in  case  the  patient  does  possess  an  organism  ca- 
pable of  growing  and  spreading  throughout  the 
body.  This  is  what  would  happen  to  the  leuko- 
cytic defenses  during  this  therapy. 

Dr.  Thompson:  What  are  the  clinical  appli- 
cations of  your  observations,  Dr.  Rebuck? 

Dr.  Rebuck:  Most  of  these  newer  compounds 
that  we  have  just  heard  about  should  be  tested 
in  humans  to  see  just  what  they  do  to  human 
leukocytic  defenses  so  that  we  will  be  sure  of 
what  we  are  doing.  We  are  forearmed,  or  fore- 
warned, with  this  knowledge  then  as  to  just 
what  is  going  on. 

Dr.  Thompson:  Our  next  panelist,  Dr.  Alfred 
Steinman,  will  discuss  recent  advances  to  steroid 
actions  and  uses,  “Androgens  in  Atherosclero- 
sis.” Dr.  Steinman  is  with  the  Research  Division, 
G.  D.  Searle  & Co.,  Chicago,  Illinois. 

Dr.  Steinman:  Using  Dr.  Manning’s  classifi- 
cation of  interest,  this  would  precede  the  ex- 
citement stage  and  probably  be  the  gleam  in  the 
eye  stage. 

In  the  early  years  of  atherosclerosis  research 
with  steroids,  estrogens  were  used  on  the  basis 
of  two  observations,  1)  the  marked  difference 

in  the  incidence  of  coro- 
nary disease  in  females 
pre-  and  post-menopaus- 
ally,  and  2)  the  differ- 
ence in  the  lipid  pat- 
terns between  the  male 
and  the  pre-menopausal 
female,  combined  with 
the  observation  that  the 
post-menopausal  lipid 
pattern  resembles  the 
male  pattern. 
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Coupled  with  initial  experiments  in  the  chick- 
en which  showed  that  estrogens  protected  the 
cholesterol  fed  chicken  from  coronary  athero- 
sclerosis to  some  degree,  this  led  to  clinical  trials 
with  these  compounds.  I do  not  think  that  estro- 
gens have  any  place  in  the  therapy  of  athero- 
sclerosis in  the  male.  I feel  that  the  opposite  is 
true  for  the  female. 

Heilman,  working  with  hypothyroid  patients, 
reported  a very  unusual  reaction  with  andro- 
sterone  in  1956.  He  gave  this  drug  to  a patient 
with  hypothyroidism  (not  frank  myxedema)  and 
elevated  lipids.  He  found  that  the  lipid  concen- 
tration in  this  patient  s serum  markedly  dropped. 
Following  this,  other  investigators  have  carried 
forth  this  line  of  research  and  some  interest  was 
developed  in  this  area. 

Robert  Furman  recently  found  that  these 
compounds  affect  predominently  the  very  low 
density  lipoproteins  and  reduce  them  appreci- 
ably. He  suggested  that,  in  theory  at  least,  we 
were  after  the  anabolic  action  of  the  androgens 
and  not  the  androgenic  action.  Investigation  was 
then  started  on  a number  of  anabolic  agents. 

In  some  of  the  newer  compounds,  carbon  19 
has  been  removed  from  the  testosterone  struc- 
ture. The  compound,  17  alpha-ethyl-17-hyroxy- 
norandrostenone,  commonly  known  as  Nilevar, 
provided  the  first  clue  to  the  possible  utilization 
of  these  compounds. 

In  a study  which  was  designed  to  show  ana- 
bolic effect  and  weight  gain,  this  compound  pro- 
duced weight  gain  in  a number  of  patients.  But 
in  several  patients  with  cerebral  vascular  acci- 
dents weight  was  lost  rather  than  gained.  On  a 
resurvey  of  this  group  it  was  found  that  those 
who  lost  weight  were  obese,  and  those  who 
gained  weight  were  thin.  This  suggested  that 
this  agent  in  obese  individuals  might  be  acting 
not  only  to  mobilize  but  also  to  utilize  fat  more 
rapidly  than  would  normally  occur. 

This  compound,  Nilevar,  has  a ketone  func- 
tion at  position  3.  When  this  ketone  was  reduced 
to  a hydroxyl  and  an  ester  was  created,  the  com- 
pound produced  was  an  entirely  different  one. 
It  had  actions  that  were  much  more  prominent 
in  this  area. 

With  the  reduced  Nilevar,  some  very  interest- 
ing things  were  noted.  We  studied  chickens 
again  because  it  is  easier  to  work  with  them. 
They  were  fed  a high  cholesterol  diet  which  in- 
duced atherosclerosis.  After  four  weeks  while 


continuing  on  the  high  cholesterol  diet,  several 
of  these  compounds  were  administered,  one  of 
which  was  the  reduced  Nilevar.  The  chicks  that 
received  the  reduced  Nilevar  had  a clear,  trans- 
parent serum.  The  serum  in  those  not  so  treated 
was  as  white  as  milk.  It  was  also  found  that  the 
food  intake  in  the  chicks  that  received  the  Nile- 
var could  be  doubled  without  increasing  their 
weight.  Clinical  trials  were  then  started  with 
this  compound  to  determine  if  this  could  be  du- 
plicated in  the  human. 

Initially,  a group  of  moderately  obese  persons 
unable  to  reduce  on  close  supervision  with  a 
hypo-caloric  regime  were  started  on  this  agent. 
They  were  placed  on  an  iso-caloric  regime  and 
given  this  compound.  Observations  showed  an 
increase  in  body  density  with  a reduction  in 
body  girth.  This  suggested  that  the  metabolic 
pathways  were  being  modified  to  the  extent 
that  the  previously  super-efficient  obese  indi- 
vidual became  inefficient  in  handling  his  calor- 
ies and  was  not  able  to  store  fat.  He  apparently 
had  a reduction  in  the  rate  of  synthesis  of  fat 
and  an  increase  in  the  rate  of  utilization  and 
mobilization  of  fat. 

This  is  now  being  spread  over  into  an  athero- 
sclerotic treatment  program  in  the  hope  that 
not  only  cholesterol  synthesis  but  total  fat  syn- 
thesis can  be  reduced,  utilization  increased,  and 
the  propensity  for  the  deposition  of  lipid  mate- 
rials in  vascular  walls  reduced.  That  is  why  I 
say  we  are  in  the  stage  of  the  gleam  and  not 
even  excitement. 

My  guess  is  that  it  is  not  an  alteration  totally 
in  fat,  but  rather  that  it  is  a total  metabolic  al- 
teration so  that  the  glucose  pathway,  for  exam- 
ple, may  be  shifting  from  the  hexose  monophos- 
phate shunt  to  the  Embden  Meyerhoff  pathway, 
reducing  the  propensity  for  fat  synthesis.  And 
with  the  stimulus  to  produce  protein  being  great, 
the  utilization  of  fat  would  be  turned  into  en- 
ergy for  protein  synthesis. 

Dr.  Thompson:  The  next  speaker  will  be  Dr. 
S.  Kent  Conner,  of  Phoenix.  His  topic  is  “Limita- 
tions, Contraindications  and  Complications  of 
Steroids.” 

Dr.  Conner:  In  considering  the  contraindica- 
tions of  steroid  therapy,  we  like  to  group  them 
in  the  absolute,  the  relative,  and  the  minor. 

In  the  absolute  contraindications  (Table  I), 
one  of  the  main  pitfalls  is  the  use  of  steroids 
when  there  is  no  clear-cut  indication.  Probably 
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one  of  the  most  serious 
defects  in  the  use  of 
steroids  in  patients  with 
rheumatic  complaints  is 
when  there  is  no  defi- 
nite evidence  of  active 
rheumatic  disease.  It  is 
also  frequently  a hazard 
to  use  the  path  of  least 
resistance,  partially  due 
to  the  insistence  of  the 
patient  and  partially  due 
to  the  desire  to  be  dramatic  in  doing  something 
for  these  patients. 

This  table  can  be  looked  at  in  two  ways.  First, 
this  is  a contraindication  when  the  following 
circumstances  do  not  exist.  And  they  are  indi- 
cated in  many  instances  when  the  following 
things  do  exist,  as  in  fulminating  rheumatoid 
arthritis  that  is  unresponsive  to  adequate  con- 
servative therapy,  as  shown,  with  other  possible 
additions  in  the  form  of  supportive  therapy, 
such  as  transfusions;  also  the  use  of  certain 
drugs  to  relieve  some  of  the  inflammation  of 
the  synovia,  thereby  relieving  some  of  the  pain. 

Therapy  may  be  indicated  when  the  above 
do  not  control,  in  rheumatoid  arthritis  in  par- 
ticular, as  gold  salt  is  of  no  value  in  any  other 
of  the  rheumatic  diseases. 

Steroids  may  be  indicated  also  in  certain  cases 
where  the  pain  is  so  severe  that  it  is  unreason- 
able to  expect  a patient  to  bear  it. 

There  are  conditions  when  temporary  benefit 
is  desired,  as  in  certain  orthopedic  procedures, 
and  in  particular  the  local  intra-articular  use  of 
steroids. 

When  patients  over  a period  of  time  progress 
very  rapidly,  becoming  malnourished  and  so 
forth  in  spite  of  all  the  other  conservative  ther- 
apy, steroid  therapy  may  be  very  valuable  when 
used  properly. 

In  patients  who  are  about  to  undergo  eye 
surgery  or  have  iritis,  where  the  vision  is  threat- 
ened, again  steroids  may  be  very  important. 

When  obligations  require  return  to  work  even 
at  some  future  risk  is  used  as  an  excuse  in  many 
cases  to  give  steroids.  When  you  place  the  pa- 
tients on  steroids,  they  ultimately  get  into  trou- 
ble. It  is  a problem  to  get  them  off  the  steroids, 
and  it  develops  into  a long  term  affair.  If  it  is  a 
short  term  affair,  they  are  going  to  have  re- 
bound, and  will  probably  be  worse  than  they 


TABLE  I. 

ABSOLUTE  CONTRAINDICATIONS  TO  STEROID 
THERAPY 

I.  When  a clear-cut  indication  does  not  exist,  such  as: 

A.  Minor  rheumatic  complaints  of  subjective  nature 

B.  The  path  of  least  resistance 

II.  When  the  following  circumstances  do  not  exist  in 
rheumatoid  arthritis  patients: 

A.  Fulminating  rhematoid  arthritis  unresponsive  to 
adequate  conservative  therapy  such  as: 

1.  Rest,  physical  and  mental 

2.  Constitutional  therapy 

3.  Analgesics,  — salicylates 

4.  Physical  therapy:  exercises,  hydrotherapy,  etc. 

5.  Antiphilogistics:  Phenylbutazone,  Tandearil 

B.  Failure  of  gold  salts,  in  conjunction  with  above 

C.  Unreasonable  discomfort  and  pain  after  above 
with  obvious  objective  evidence 

D.  As  a temporary  measure  just  before,  during,  and 
after  some  orthopedic  or  rehabilitative  procedures 

E.  Progressive  malnutrition  or  inanition,  in  spite  of 
six  months  or  more  of  optimal  conservative  therapy. 

F.  Patient  with  iritis  whose  vision  is  in  danger  or 
eye  surgery 

G.  Patients  whose  obligations  require  return  to  work 
even  at  some  future  risk. 

were  in  the  beginning. 

As  to  the  relative  contraindications  to  steroid 
therapy  (Table  II),  some  of  these  may  possibly 
be  considered  almost  absolute,  particularly  in 
certain  infections.  This  is  true  in  cases  of  quiest- 
cent  and  active  tuberculosis.  However,  in  certain 
instances  of  this  condition,  the  steroids  have  been 
of  considerable  benefit  where  adequate  anti- 
biotic coverage  for  the  treatment  of  tuberculosis 
has  been  used. 

In  other  infections,  such  as  staphylococcal  in- 
fections, pneumonias,  and  so  forth,  these  drugs 
cut  down  on  the  inflammatory  reaction  and  abil- 
ity to  contain  the  infections  in  the  local  areas, 
and  may  help  precipitate  the  spread  to  other  lo- 
cations in  the  body. 

As  we  well  know,  diabetes  is  aggravated  by 
the  use  of  these  drugs.  Also  peptic  ulcer,  in 
spite  of  some  series  of  cases  where  peptic  ulcer 
is  prevalent  in  the  untreated  rheumatoid  arthri- 
tic. As  to  the  treated,  I think  that  most  of  us 
will  feel  that  these  drugs  have  a very  definite 
aggravating  effect. 

One  very  important  condition  is  the  use  of 
these  drugs  in  the  menopausal  and  post-meno- 
pausal female.  These  individuals  are  already 

TABLE  II. 

RELATIVE  CONTRAINDICATIONS  TO  STEROID 
THERAPY 

1.  Certain  infections,  tuberculosis 

2.  Severe  diabetes  mellitus 

3.  Peptic  ulcer 

4.  Advanced  hypertensive  vascular  disease 

5.  Menopausal  and  post-menopausal 
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prone  to  osteoporosis,  and  steroids  definitely  in- 
crease this  particular  condition,  sometimes  very 
rapidly.  I think  in  any  individual  of  this  age, 
steroids  should  be  avoided  if  at  all  possible. 

I have  listed  the  major  complications  of  ster- 
oid therapy  (Table  III)  in  the  order  of  what  I 
have  felt  have  been  the  most  serious  and  with 
the  poorest  prognosis  of  any  of  the  complica- 
tions. Within  the  past  two  years  I have  seen 
eight  cases  of  metastatic  abscesses  due  to  staph- 
ylococci and  bacteroids.  Of  these  eight  cases, 
five  are  dead  and  the  remaining  three  are  prac- 
tically terminal.  Occasionally  we  see  the  reacti- 
vation of  tuberculosis,  which  has  been  very 
prevalent  in  this  part  of  the  country. 

Osteoporosis  and  pathological  fractures  are 
very  common  situations,  and  I think  that  all  of 
these  complications  are  pretty  well  correlated 
with  the  dosage  and  the  duration  of  the  use  of 
these  steroids. 

Vesiculitis,  vasculitis  and  angiitis  are  other 
complications  that  are  very  common,  particular- 
ly in  long  term  steroid  therapy,  and  especially 
when  one  is  attempting  to  withdraw  these  pa- 
tients from  steroid  therapy.  I have  seen  a high 
percentage  of  this  type  complication  in  these 
individuals.  Usually  most  of  them  have  had  the 
steroids  for  over  one  year,  and  some  of  them  up 
to  six  or  eight  years.  However,  I know  there  is 
a certain  type  of  angiitis  that  exists  in  the  rheu- 
matoid arthritic,  but  over  the  past  eighteen  years 
I have  seen  no  obvious  objective  findings  in  non- 
steroid treated  rheumatoid  arthritics. 

Peripheral  neuropathy  is  also  a common  find- 
ing with  foot  drop  and  wrist  drop  after  pro- 
longed treatment.  This  is  due  to  angiitis  of  the 
nutrient  artery  to  the  nerves.  Common  with  this 
is  the  burning  sensation,  numbness  and  motor 
defect.  Suppression  of  the  adrenal  cortex  and 
certain  parts  of  the  pituitary  undoubtedly  is  evi- 
dent. In  fact,  in  the  eight  cases  of  metastatic 
abscesses,  the  adrenal  cortex  failed  to  respond 
at  any  time  to  adequate  stimulation.  It  is  very 
common  for  individuals  who  have  had  exogen- 
ous adrenal  corticoids  to  get  atrophy,  and  some 
of  them  will  just  never  respond  again  and  will 
always  require  adequate  coverage. 

We  are  all  acquainted  with  hypopotassemia, 
peptic  ulcer  aggravation,  and  the  phychoses. 

Approximately  40  to  50  per  cent  of  individuals 
who  have  been  on  steroid  therapy  two  years  or 
longer  will  develop  ecchymotic  areas  and  thin- 


ning of  the  skin,  which  again  lowers  skin  resis- 
tance and  makes  the  patient  more  subject  to 
serious  infection. 

Edema  and  electrolyte  imbalance  have  al- 
ready been  mentioned  this  morning. 

With  some  of  the  drugs,  muscular  weakness 
and  atrophy  is  very  common,  particularly  of  the 
quadriceps  muscles. 

TABLE  III. 

MAJOR  COMPLICATIONS  OF  STEROID  THERAPY 

1.  Reactivation  or  dissemination  of  infection 
(Latent  tuberculosis,  metastatic  abscesses) 

2.  Osteoporosis 

3.  Pathological  fractures 

4.  Vasculitis,  angiitis,  capillaritis,  venulitis 

5.  Peripheral  neuropathy 

6.  Suppression  of  adrenal  cortex  and  certain  areas  of 

pituitary 

7.  Hypopotassemia 

8.  Peptic  ulcer 

9.  Psychoses 

10.  Increased  capillary  fragility,  ecchymotic  areas  of 

extremities 

11.  Edema,  Na.  and  HaO  Retention 

12.  Muscle  weakness 

13.  Hyperglycemia  with  glycosuria 

14.  Hypertension 

15.  Thinning  of  skin 

Minor  complications,  such  as  the  moonface 
and  hirsutism,  are  very  common.  Many  individ- 
uals will  have  many  of  the  minor  complications 
(Table  IV). 

TABLE  IV. 

MINOR  COMPLICATIONS  OF  STEROID  THERAPY 

1.  Moonface 

2.  Hirsutism 

3.  Acne 

4.  Euphoria 

5.  Fat  deposition 

6.  Weight  gain,  excessive 

7.  Dyspepsia 

8.  Insomnia 

9.  Pigmentation 

10.  Tachycardia 

11.  Hypertrichosis 

I think  one  of  the  important  things  to  remem- 
ber is  that  the  purpose  of  steroid  therapy  is  to 
provide  optimal  relief,  not  maximal  relief.  This 
is  one  of  the  factors  that  is  very  difficult  to  con- 
trol in  the  majority  of  patients,  because  they  are 
not  satisfied  with  the  same  amount  of  the  drug. 
Another  purpose  is  to  provide  therapy  without 
the  development  of  undesirable  side  effects.  The 
dosage  should  be  governed  by  the  patient’s  tol- 
erance and  not  by  the  severity  of  his  symptoms 
(Table  V). 

TABLE  V. 

PURPOSE  OF  STEROID  THERAPY 

1.  Provide  optimal  relief,  not  maximal  relief 

2.  Provide  therapy  without  the  development  of  unde- 
sirable side  effects 

3.  Provide  dosage  governed  by  patient’s  tolerance  to 
steroids,  not  by  the  severity  of  his  symptoms 
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One  patient  had  ulcerations  of  both  legs,  sec- 
ondary to  an  angiitis.  The  patient  went  ahead, 
had  complete  adrenal  cortical  suppression,  no 
stimulation  possible,  and  developed  metastatic 
abscesses.  I think  that  all  of  her  peripheral  joints 
cultured  staphylococcus.  (This  same  lady  had 
had  many  skin  grafts  in  an  attempt  to  correct 
the  situation.  They  healed  poorly.) 

The  severity  of  the  angiitis  does  not  always 
effect  just  a small  arterial.  One  patient  had  a 
major  artery  involvement  of  the  right  leg,  which 
required  amputation.  She  ultimately  developed 
coronary  artery  lesions  which  resembled  those 
that  were  found  in  the  leg,  and  she  died  from 
myocardial  infarction. 

One  little  fellow  had  the  typical  cushinoid  ap- 
pearance. He  was  13  years  old.  He  had  been  put 
on  steroids  at  age  7.  When  I saw  him  six  years 
later  he  was  still  taking  Metacorten,  60  mg.  a 
day.  He  had  a large  spleen.  Also  he  had  marked 
osteoporosis,  and  at  about  T-10  he  had  five  par- 
tial compression  fractures  at  this  time.  He  had 
severe  back  pains.  He  ultimately  expired. 

Another  individual  was  put  in  the  hospital  by 
a dermatologist  for  treatment  of  psoriasis  in  1950 
or  1951,  at  which  time  he  received  ACTH  for 
six  days.  Due  to  lack  of  more  of  the  drug,  he 
was  sent  home.  Three  days  later  he  developed 
a fulminating  arthritis.  He  had  never  had  any 
arthritic  symptoms  before.  He  was  then  placed 
on  cortisone  and  had  refills  of  his  medication, 
took  150  to  250  mg.  daily,  and  had  not  seen  the 
doctor  for  approximately  two  years  when  he 
perforated  a peptic  ulcer,  and  it  was  actually 
accidentally  found.  He  recovered  from  that  op- 
eration satisfactorily.  The  reabsorptive  osteo- 
pathy involving  the  end  of  the  ulna  as  well  as 
some  of  the  metacarpals  could  be  seen. 

When  I first  saw  one  patient  at  the  time  of 
his  operation,  he  had  far  advanced  tuberculosis. 
An  X-ray  was  taken  about  six  months  after  I 
had  seen  him  the  first  time.  He  had  cavities  bi- 
laterally, and  with  proper  antibiotic  coverage 
for  the  tuberculosis  these  completely  filled  in. 
He  is  still  on  INH  and  PAS  and  is  doing  well  as 
far  as  the  tuberculosis  is  concerned. 

But  about  four  months  ago  he  developed  a 
viral  infection  which  apparently  must  have  been 
chickenpox  with  the  diffuse  severe  vesicular  ne- 
crosis of  the  palmar  skin.  He  recovered  from 
that,  too,  fortunately.  He  showed  some  of  the 
ecchymotic  areas  which  we  are  well  acquainted 
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with  in  the  thinning  of  the  skin.  This  is  another 
case  of  a perineal  abscess,  which  is  practically 
terminal  now,  from  long  term  steroid  therapy. 

Dr.  Thompson:  Our  next  speaker  is  Dr.  John 
Mills,  Instructor  in  Medicine,  Harvard  Medical 
School  and  member,  Robert  W.  Lovett  Me- 
morial Unit  for  the  Study  of  Crippling  Diseases, 
Boston,  Massachusetts. 

Dr.  Mills: In  the  Massachusetts  General  Hos- 
pital, we  have  a reputation  of  getting  ultracon- 
servative and  for  better  or  for  worse.  In  the  past 

year  in  our  clinic,  we 
have  not  started  one  pa- 
tient on  cortical  steroids. 
We  have  a few  who 
have  been  continued  on 
the  drug  after  having 
been  put  on  it  in  the 
early  ’50’s  when  we  were 
more  or  less  experiment- 
ing with  it.  A few  pa- 
tients referred  into  the 
hospital  who  have  been 
on  cortical  steroids  for  one  reason  or  another 
have  been  continued  on  the  drug. 

Dr.  Conner  mentioned  that  perhaps  there  are 
only  two  absolute  indications  for  steroid  therapy 
in  connective  disease  tissue.  One  of  these  is  eye 
operations.  Patients  with  connective  tissue  dis- 
ease seem  to  have  a particular  propensity  to  de- 
velop sympathetic  ophthalmia.  And  when  they 
need  to  have  one  eye  operated  on,  I think  it  is 
almost  mandatory  that  they  be  placed  on  cortical 
steroids,  perhaps  for  a week  before  the  opera- 
tion and  for  two  or  three  weeks  after. 

The  other  absolute  indication  we  feel  is  major 
surgery  in  a patient  who  has  had  steroids  pre- 
viously up  to  a year.  We  have  recently  seen  one 
patient  who  was  on  small  doses  of  prednisone, 
I think  30  mg.  a day,  who  had  been  tapered  off 
and  steroids  were  discontinued  six  months  be- 
fore operation. 

THE  patient  had  a gastroscopy,  and  the  follow- 
ing day  was  found  to  be  unresponsive  and 
hypotensive.  The  diagnosis  of  adrenal  cortical 
insufficiency  was  not  made  for  three  days,  at 
which  time  the  patient  was  almost  moribund. 
The  patient  made  a very  dramatic  response  to 
the  institution  of  steroid  therapy. 

There  are  a group  of  indications  for  steroid 
therapy,  and  I think  these  fall  largely  in  the 
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field  of  other  connective  tissue  diseases  such  as 
lupus  erythematosus  and  dermatomyositis.  As 
far  as  lupus  erythematosus  is  concerned,  severe 
nephritis  would  be  one  of  these  indications  and 
the  other  would  be  occlusive  cerebral  vascular 
disease. 

The  use  of  cortical  steroids  in  lupus  erythema- 
tosus with  renal  involvement  has  been  a matter 
of  considerable  debate.  The  experience  with 
small  doses  has  certainly  been  disappointing. 
Most  series  show  that  the  results  of  patients 
treated  with  small  doses  are  no  better  than  those 
who  have  been  given  a good  conservative  pro- 
gram without  the  use  of  steroids. 

Recently  Drs.  Coyrk  and  Perini  have  begun  a 
study  of  nephritis,  the  patient  being  followed 
with  serial  renal  biopsies.  They  suggest  that  the 
response  to  large  doses  (they  use  over  60  mg. 
prednisone  per  day)  in  patients  who  have  se- 
vere renal  involvement  is  considerably  better 
than  the  results  in  the  same  group  treated  with- 
out steroids. 

The  other  indication  would  perhaps  be  pa- 
tients with  rheumatoid  arthritis  who,  as  Dr.  Con- 
ner has  shown,  develop  a severe  exacerbation 
following  the  withdrawal  of  corticoids.  Some  of 
the  worst  patients  with  the  most  severe  exacer- 
bations we  see  are  those  who  have  been  on  ster- 
oids for  variable  periods  of  time,  and  their  ster- 
oids withdrawn,  even  slowly.  I think  at  times  it 
is  impossible  to  control  disease  activity  in  these 
patients  without  restarting  them  on  cortical 
steroids. 

Dr.  Conner  has  covered  the  elective  indica- 
tions. I think  as  far  as  the  complications  are  con- 
cerned, we  find  that  the  ulcerogenic  proclivities 
of  the  drug  and  perhaps  the  tendency  to  produce 
psychosis,  especially  in  patients  with  lupus  ery- 
thematosus and  dermatomyositis,  are  perhaps 
the  most  severe  manifestations  that  we  see. 

All  the  steroids,  even  prednisone  and  some  of 
the  newer  steroids,  will  produce  a catabolic 
state,  an  anti-anabolic  state.  In  a trial  of  several 
of  the  newer  steroids  on  a patient  confined  to 
bed  with  rheumatoid  arthritis,  all  of  these  drugs 
showed  a marked  tendency  to  induce  a cata- 
bolic state.  We  subsequently  discovered  that  one 
of  the  reasons  for  this  was  that  the  patient  was 
in  a metabolic  ward  and  in  bed  most  of  the  time. 

When  the  patient,  a hard  working  farmer,  was 
finally  allowed  up  and  back  to  his  farm,  he  went 
into  a nitrogen  retaining  state.  We  then  tried 


him  again  on  several  of  the  drugs  that  we  had 
used  previously  and  found  that  although  on  oc- 
casion it  did  reduce  his  tendency  to  retain  nitro- 
gen a little  bit,  the  catabolic  manifestations  did 
not  appear  while  he  was  active.  We  might  em- 
phasize that  the  use  of  steroids  in  bedridden  pa- 
tients, particularly,  should  be  avoided.  I think 
that  unless  the  patient  can  be  gotten  out  of  bed 
and  back  to  some  activity,  the  use  of  steroids  as 
the  drugs  should  be  avoided. 

Question:  What  is  the  opinion  of  the  panel 
on  the  use  of  ACTH  on  people  who  are  on  a 
long  term  cortical  steroid  therapy  with  the  idea 
of  preserving  the  integrity  of  the  adrenal  glands? 

Dr.  Mills:  The  evidence  that  ACTH  will  ei- 
ther preserve  the  endogenous  cortical  function 
or  stimulate  its  return  on  a patient  in  whom  you 
wish  to  withdraw  steroids  is  still  open  to  a great 
deal  of  question.  Recently  the  group  at  National 
Institutes  of  Health  have  shown  that  ACTH  lev- 
els in  certain  patients  on  long  term  steroid  ther- 
apy are  almost  normal.  These  levels  cannot  be 
suppressed  by  raising  the  doses  of  cortical  ster- 
oids. 

Dr.  Thompson:  Do  I understand,  Dr.  Mills, 
that  you  do  not  give  intermittent  ACTH  with 
low  steroid  therapy? 

Dr.  Mills:  No,  we  do  not. 

Dr.  Steinman:  I would  like  to  first  make  a 
plea,  that  since  so  many  steroids  are  now  coming 
into  use,  we  classify  these  steroids  as  gluco- 
corticoids. We  are  getting  into  trouble  if  we  do 
not.  The  reason  for  this  is  very  obvious.  We  are 
moving  into  many  different  fields.  With  the  use 
of  gluco-eorticoids  we  do  induce  a catabolic 
state,  even  in  the  ambulatory  patient.  Some  of 
the  more  recent  activities  would  indicate  that 
the  use  of  anabolic  agents  concomitantly  with 
the  gluco-corticoids  might  be  of  some  value  in 
avoiding  some  of  these  complications.  Several 
pepsin  inhibitors  seem  to  be  promising  in  terms 
of  preventing  the  peptic  ulcer  genesis  under 
steroid  therapy  of  the  gluco-corticoid  type. 

Dr.  Thompson:  I think  that  the  clinical  syn- 
drome of  acute  adrenal  insufficiency  is  very 
readily  recognized.  When  large  doses  of  corti- 
costeroids are  employed  in  systemic  lupus, 
dermatomyosistis,  or  for  other  reasons,  frequent- 
ly ACTH  is  also  indicated.  There  appears  to  be 
no  indication  for  intermittent  ACTH  therapy 
when  corticosteroids  are  kept  at  moderate,  low, 
or  what  we  call  optimal  dosages.  I would  like 
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to  note  that  the  optimal  dosage  used  here  in 
the  Southwest  where  climatic  factors  are  more 
favorable  than  in  other  parts  of  the  country  is 
approximately  one-third  less  than  that  used  else- 
where. This  means  that  an  optimal  dosage  here 
of  prednisone  would  be  7M  mgs.,  while  in  less 
desirable  locations,  climatically,  this  dose  might 
well  be  10  or  15  mgs. 

Question:  When  may  corticosteroids,  ACTH, 
in  tuberculosis  be  used? 

Dr.  Manning:  If  the  indication  for  corticoids 
exists  as  has  been  outlined  and  if  tuberculosis  is 
also  present,  this  can  probably  be  adequately 
covered  by  good  anti-tuberculin  therapy.  The 
patient  with  sarcoid  whom  you  fear  might  de- 
velop tuberculosis  and  who  seems  to  obtain  clin- 
ical benefit  from  steroids  seems  to  be  well  pro- 
tected if  also  covered  with  INH. 

Dr.  Conner:  I did  not  mean  to  infer  that  I 
believe  that  steroids  should  be  used  in  conjunc- 
tion with  other  treatment  of  tuberculosis.  This 
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was  a case  where  steroids  had  to  be  used,  the 
patient  did  well,  and  there  have  been  reports  in 
the  literature  where  the  steroids  have  been  used 
in  similar  cases  with  reported  good  results.  I 
have  had  no  other  experience  with  it  myself. 

Dr.  Steinman:  I might  add  that  in  the  se- 
verely cachectic  patient  you  may  have  an  addi- 
tional suggestion  for  its  use.  I do  not  know  if 
this  is  really  justified. 

Dr.  Thompson:  I think  that  everyone  pretty 
well  agrees  that  if  tuberculosis  exists  in  the  pa- 
tient who  requires  steroid  therapy  that  he  may 
also  be  treated  for  his  tuberculosis.  All  of  us 
will  agree  that  ACTH  and  corticosteroids 
should  be  used  with  antibiotics  or  other  anti- 
tubercular  therapy  in  the  patient  with  tubercu- 
losis. 

I want  to  extend  my  personal  thanks  and  the 
thanks  of  the  association  for  this  most  talented 
panel:  Dr.  Mills,  Dr.  Rebuck,  Dr.  Manning,  Dr. 
Conner,  and  Dr.  Steinman. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


A DOCTOR'S  RESOLUTION: 

I RESOLVE  that  during  the  coming  year  I will  suggest  the 
Budget  Plan  for  Health  to  my  patients  no  matter  what 
their  income  status.  My  past  experience  has  shown  that 
both  low  and  high  income  patients  prefer  to  pay  their 
bills  in  monthly  payments.  The  Budget  Plan  for  Health 
gets  me  my  money  quickly,  cutting  down  billing  ex- 
pense . . . collection  expense  and  provides  a means  for 
my  patients  to  meet  their  obligation  to  me  through 
monthly  payments  at  bank  rate  of  interest.  Through 
past  experience,  I have  learned  that  my  patients  appre- 
ciate my  thoughtfulness  in  suggesting  the  Budget  Plan 
for  Health  as  it  provides  an  easy  way  for  them  to  pay 
me  wtihout  putting  a burden  on  their  budget.  I know, 
too,  that  when  they  go  to  M & D for  their  loan  they 
will  be  handled  the  way  I would  handle  them  . . . 
courteously,  sympathetically. 

HAVING  RESOLVED  to  suggest  the  Budget  Plan  for  Health 
to  my  patients,  I know  that  during  the  coming  year  my 
practice  will  grow  because  A PAID  PATIENT  IS  A 
SATISFIED  PATIENT  AND  MY  BEST  PRACTICE 
BUILDER. 

I.  M.  KINDLY,  M.D. 
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Editorials 


Influence 

INFLUENCE  was  born  in  superstitution.  Men 
observed  how  the  steady  circling  of  the  con- 
stellations predicted  the  seasons. 

A child  born  under  Aries  was  nourished  by 
warmer  sunshine  and  sweeter  foods  than  a child 
of  wintry  Capricorn.  The  stars,  mysterious  and 
remote,  did  portend  to  a real  extent  men’s  fates 
and  their  differences  in  temperaments.  Thus 
arose  the  concept  of  influence. 

Influence  still  engages  most  effectively  the 
archaic,  pre-logical  workings  of  the  mind.  It  is 
too  bad  that  the  primitive  mental  processes  are 
most  clearly  illustrated  — and  exploited  — in 
advertising:  the  pictorial  representation,  the  in- 
sipid rhyming,  the  overly  cute  animisms,  the 
contrived  identifications. 

Chanting  of  the  cheerleaders  incites  the  rest 
of  the  tribe  when  the  warriors  are  losing.  Antics 


of  the  pom-pom  girls  demand  their  share  of 
attention.  On  the  boards  of  bleachers  and  on 
the  branches  of  trees  squat  the  primates,  eating 
peanuts. 

Aboriginal  man  understood  influence  better 
than  we.  Baboons  would  teach  him  to  take  milk 
from  the  goat.  Not  yet  was  its  outraged  bleating 
too  high-pitched  for  human  ears.  And  man  could 
still  feel  the  strangled  humiliation  of  its  breast. 
In  the  immanent  activity  of  every  living  thing 
he  saw  purpose.  The  purpose  was  the  soul,  and 
he  acknowledged  it.  He  had  respect  for  the  tree 
and  apologized  for  plucking  its  fruit. 

If  spirit  was  the  purpose  in  the  organization 
of  a creature,  then  spirit  inhabited  each  of  its 
parts. 

Man  buried  a seed  and  awaited  the  resurrec- 
tion of  a cereal  grass.  So  he  buried  his  first-born 
son  and  hoped  for  reincarnation.  Later  he  would 
plant  only  a tooth  or  his  foreskin  — a chrysalis 


ARIZONA  MEDICINE 


ADVERTISING  AND  SUBSCRIPTION  OFFICES 
Paul  R.  Boykin,  Business  Manager 
P.  O.  Box  128,  Scottsdale,  Arizona 


Darwin  W.  Neubauer,  M.D Editor 

Margaret  McMahon Managing  Editor 


720  N.  Country  Club  Rd.,  Tucson,  Arizona 


ASSISTANT  EDITORS 

Joe  C.  Ehrlich,  M.D. 

Mayer  Hyman,  M.D. 

Kenneth  E.  Johnson,  M.D. 

Clarence  L.  Robbins,  M.D. 

Preston  J.  Taylor,  M.D Original  Articles 

Juan  E.  Fonseca,  M.D Medical  Society  of  the 

United  States  and  Mexico 

Lindsay  E.  Beaton,  M.D. 

R.  Lee  Foster,  M.D. 

John  R.  Green,  M.D. 

William  B.  McGrath,  M.D. 

Leslie  B.  Smith,  M.D Editorial  Section 

John  W.  Kennedy,  M.D Historical  Section 


ASSOCIATE  EDITORS 


Fred  H.  Landeen,  M.D. 

Earl  J.  Baker,  M.D 

Charles  W.  Elkins,  M.D 

A.  K.  Hansen,  M.D 

Louis  G.  Jekel,  M.D.  . . . 

Robert  Lacock,  M.D 

C.  Thomas  Read,  M.D.  . 
Wallace  A.  Reed,  M.D.  . . 

Gerd  Schloss,  M.D 

Paul  L.  Singer,  M.D 

Hugh  H.  Smith,  M.D 

Alvin  L.  Swenson,  M.D. 
William  G.  Ure,  M.D.  . . . 
Brick  P.  Storts  Jr.  M.D. 


....  Anesthesiology 

Civil  Defense 

Neurosurgery 

. . . . Ophthalmology 

Dermatology 

Ob-Gyn. 

. . . .Chest  Surgery 
Medical  Economics 

Pathology 

. . . . Genito-Urinary 

Public  Health 

Orthopedics 

Tuberculosis 

Pediatrics 


Eastern  Representative 
A.  J.  Jackson,  President  and  Treasurer 
State  Medical  Journal  Advertising  Bureau 
510  N.  Dearborn  St.,  Chicago  10,  Illinois 
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that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE  ” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given 
equal  consideration. 

Certain  general  rules  should  be  followed,  however,  and 
the  Editor  therefore  respectfully  submits  the  following 
suggestions  to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling 
and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing 
as  followed  by  the  JOURNAL  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscrapt  several  times  to 
correct  it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced, 
and  the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for 
publication  on  condition  that  they  are  contributed  solely 
to  this  Journal.  Ordinarily  contributors  will  be  notified 
within  60  days  if  a manuscript  is  accepted  for  publica- 
tion. Every  effort  will  be  made  to  return  unused  manu- 
scripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing 
cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  body. 
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Editorials 


or  cocoon  for  the  soul’s  return  from  a fatal 
journey;  a yeast  for  the  rising  of  tomorrow’s 
bread. 

Our  education  narrowly  addresses  itself  to  a 
kind  of  cranial  computer.  Mind  is  not  castled 
in  the  brain.  It  prowls  in  the  personal  past  and 
in  the  cellars  of  atavism.  It  occupies  all  the  tis- 
sues and  the  tidal  fluids  of  the  body. 

We  are  moved  less  by  words  than  by  swaying 
motions  and  the  smell  of  incense.  The  forearm 
remembers  her  reassuring  touch  long  after  the 
brain  has  forgotten  a gentle  nurse.  It  is  the  heart 
and  not  the  head  which  suffers  the  phantom 
ache  of  separation.  The  throat  and  the  blood  and 
the  pit  of  the  stomach  respond  to  the  singing  of 
children. 

TO  BE  influential  one  must  have  congress 
with  the  whole  mind.  We  make  a terrible 
mistake  when  we  set  the  rational  over  against 
the  irrational,  as  if  they  were  in  contrast  or 
mutually  contradictory.  There  is  no  “logic”  in 
the  statue  of  David.  We  listen  to  a patient’s 
story  as  to  a symphony  — and  our  understanding 
must  be  deeper  than  verbal  analysis. 

Patriotism,  for  a good  example,  is  not  “taught” 
in  worldly  declamations.  Where  are  the  heroic 
sculptures  and  fountains,  the  bands,  the  lan- 
terned street  dances,  the  places  where  young 
people  are  indulged  and  encouraged? 

Love  of  one’s  country  is  a memory,  the  sacred 
memory  of  a neighborhood  where  one  was  be- 
loved. In  bygone  days  children  moseyed  in  un- 
fenced areas.  They  could  watch  their  fathers 
and  sometimes  help  them  in  their  work.  The 
example  of  the  elders  was  subtly  constant. 

Imitation,  of  course,  is  an  essence  of  magic. 
Example  is  the  strongest  vehicle  of  influence. 
The  special  needs  of  a recipient  determine  what 
he  derives  from  example. 

If  he  is  fearful,  he  will  share  our  courage. 
When  he  is  cold,  he  will  be  warmed  by  our  con- 
cern. He  will  wear  our  shadow  like  a cloak  when 
he  goes. 

The  agent  of  influence  was  the  witch  doctor. 


He  invested  the  charm,  interpreted  the  omen, 
put  the  meaning  in  sacrifice.  (And  we?)  He  had 
mastery  of  the  secret  forces  in  nature  and  in  the 
mind  and  brought  them  into  concord.  He  noticed 
the  uneasy  stirring  of  animals  before  the  on- 
coming storm.  Who  of  us  has  not  sensed  death 
in  the  foreboding  restlessness  of  a patient?  In 
the  liver  of  the  fowl  he  could  see  portents  of 
tribal  illness.  The  sorcerer  could,  in  a dream, 
read  wishes  that  would  ferment  toward  their 
own  fulfillment. 

ONTO  THE  shoulders  of  an  animal  or  a slave 
man  placed  the  yoke.  The  burden  of  a heavy 
log  could  be  shared  or  wholly  shifted.  He  dis- 
placed with  some  success  his  burden  of  sickness 
and  guilt.  By  stoning  the  scapegoat  he  and  the 
group  relieved  themselves  of  dangerous  accumu- 
lations of  rage. 

The  primitive  mental  processes  served  us,  in- 
dividually and  racially,  before  the  development 
of  language.  We  ought  not  forsake  these  ghostly 
companions  who  can  still  guide  us  with  infra- 
red vision  in  the  dark. 

The  farther  we  get  from  magic  — no;  the 
farther  we  get  from  realization  of  magic,  the 
more  attenuated  becomes  our  influence. 

Of  this  we  become  most  vividly  aware  in 
parting.  Parting  does  permit  a wordless  honesty. 
The  costumes  are  put  away  in  the  luggage.  The 
person  who  is  leaving  steps  out  of  his  usual  roles 
and  relationships  and  stands  there  in  his  true 
identity.  The  fact  that  we  may  not  see  him  again 
attaches  a somber  but  undeniable  sincerity  to 
influence. 

Neither  must  we  ever  forget  the  abiding  sor- 
row of  the  individual  and  of  the  world  he  tra- 
verses. We  do  not  have  to  dwell  on  it  or 
whimper.  But  it  is  always  there. 

When  we  do  remember  and  quietly  accept  the 
enormity  of  sorrow  we  somehow  have  sanction 
to  be  kind.  Kindness  after  all  is  the  marrow  of 
influence. 

William  B.  McGrath,  M.D. 
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“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


Brightens  mood... relaxes  tension 


p..;. 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d. 
When  necessary,  this  may  be  increased  gradu- 
ally up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  lor  literature  and  samples. 

‘Deprol* 


.1 


CD-7393 


WALLACE  LABORATORIES 
Cranbury,  N . J. 


Few  factors  are  more  fundamental  to  tissue  and  bone 
healing  than  nutrition.  Therapeutic  allowances  of  B and  C 
vitamins  are  important  for  rapid  replenishment  of  vitamin 
reserves  which  may  be  depleted  by  the  stress  of  fractures. 
Metabolic  support  with  STRESSCAPS  is  a useful  adjunct 
to  an  uneventful  recovery.  Supplied  in  decorative 
"reminder"  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bs  (Pyridoxine  HCI) 

2 mg. 

Vitamin  Bt2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


3TRESSGAPS 

Stress  Formula  Vitamins  Lederle 


asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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....the  first  choice  of  many  physicians 
to  relieve  aches,  pains,  fever,  and 
general  malaise  of  colds  and  flu. 


Symptomatic  and  supportive  treatment  of  patients  with  upper  respiratory  infections  still 
consists  largely  of  rest,  analgesics,  fluids  and  nasal  decongestants.  During  the  fateful 
influenza  epidemic  of  1918,  ‘Empirin’  Compound  was  widely  used  and  became  well 
known  as  a well  tolerated  and  reliable  analgesic  combination.  It  was  one  of  the  few  avail- 
able analgesic  products  effective  in  simultaneously  reducing  fever  and  relieving  the  general 
malaise  which  often  accompany  the  flu. 

Later,  ‘Empirin’  Compound  with  Codeine  took  its  place  with  the  widely  used  ‘Empirin’ 
Compound,  as  a product  useful  when  increased  analgesia  or  antitussive  action  was  desired. 
Today,  ‘Empirin’  Compound  with  Codeine  is  one  of  the  most  widely  prescribed  drugs  in 
medicine,  providing  physicians  with  a dependable  analgesic,  especially  useful  in  relieving 
the  symptoms  of  colds  and  flu.  We  believe  you  will  also  find  ‘Empirin’  Compound  with 
Codeine  Phosphate  gr.  Va  (16  mg.)  or  gr.  Vi  (32  mg.)  particularly  useful  in  treating  the 
troublesome  cough  that  is  often  part  of  the  influenza  symptom  complex. 


‘EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE  * 


gr.  Vs 


gr.  Va 


gr.  V4 
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Codeine  Phosphate,  No.  2 
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* Available  on  oral  prescription  where  State  law  permits.  Subject  to  Federal  Narcotic  Regulations. 

3S  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


January,  1963 


33A 


Provides  greater  assurance  of  more  comprehensive  relief  in  acute 
self-limiting  diarrheas  through  the  time-tested  effectiveness  of  two 
outstanding  antidiarrheals— Donnagel  and  a paregoric  equivalent. 
Tastes  good,  too! 

Each  30  cc.  (l  fi.  oz.)  of  Donnacel-PG  Also  availabl 

Powdered  opium  U.S.P 24.0  mg. 

(equivalent  to  paregoric  6 ml.)  control  of  bacterial  diarrheas. 

Kaolin  6.0  Gm. 

Pectin 142.8 mg.  - — the  basic  formula  — 

Natural  belladonna  alkaloids  . . 

hyoscyamine  sulfate 0.1037  mg.  when  paregoric  or  an  antibiotic  is  not 

atropine  sulfate  0.0194  mg.  required. 

yoscine  hydrobromide  0.0065  mg. 

-benobarbital  (%  gr.)  16.2  mg. 

applied:  Pleasant-tasting  banana  fla-  A.  H.  ROBINS  CO.,  INC 

voted  suspension  in  bottles  of  6 fl.  oz.  RICHMOND  20,  VIRGINIA 


Correspondence 


Military  Dependents  Medical  Care 


To  Mr.  Robert  Carpenter: 

The  retention  of  certain  servicemen  beyond 
their  normal  date  of  expiration  of  active  duty 
tours  has  been  directed  by  the  Secretary  of  De- 
fense. Implementation  poses  many  problems. 
Among  them  is  the  valid  identification  of  the 
extendees’  dependents  who  will  remain  eligible 
for  certain  benefits  while  their  sponsors  remain 
on  active  duty. 

The  extension  of  tours  of  duty  may  result  in 
some  dependents  being  without  a valid  Identifi- 
cation Card  for  some  time. 

The  basis  of  identification  of  dependents  is, 
as  you  know,  the  Uniformed  Services  Identifica- 
tion and  Privilege  Card  (DD  Form  1173).  Each 
card  carries  an  expiration  date  of  eligibility.  This 
date,  in  the  case  of  dependents  of  non-career 
personnel,  is  the  same  as  the  expected  expira- 
tion date  of  the  sponsor’s  tour  of  active  duty. 

Since  the  involuntary  extension  of  the  tours 
of  duty  of  many  servicemen  is  effective  almost 
immediately,  the  probability  exists  that  some 
still-eligible  dependent  wives  and  children  may 
apply  for  civilian  medical  care  to  which  they  are 
still  entitled.  They  may  not,  however,  have  in 
their  possession  the  required  proof  of  their 
eligibility. 

No  change  is  contemplated  in  the  provision 
of  our  contract  which  states  that  claims  may  not 
be  processed  for  payment  until  the  dependents 


have  proven  their  eligibilty  to  receive  care. 

Service  personnel  will  be  advised  that  it  is 
their  responsibility  to  take  necessary  action  to 
update  the  evidence  of  dependents’  eligibility. 

It  is  most  probable,  however,  that  some  de- 
pendents will  be  in  need  of  authorized  medical 
care  from  civilian  sources  prior  to  the  time  this 
action  has  been  completed. 

In  such  cases,  the  dependent  has  been  in- 
structed to  explain  the  situation  to  the  physician 
and  hospital  authorities.  They  have  been  advised 
to  present,  if  available,  some  tangible  evidence 
such  as  allotment  checks,  official  orders,  direc- 
tives, or  personal  letters  which  state  the  perti- 
nent facts  to  the  physician  or  hospital  to  help 
support  the  dependent’s  claim  of  continued  eligi- 
bility. 

I would  appreciate  your  assistance  in  en- 
couraging physicians  and  hospitals  to  exercise 
patience  and  understanding  during  the  next 
several  months  when  their  services  are  requested 
by  dependents  of  these  extendees. 

No  claims  may  be  processed  for  payment 
unless  the  dependent  has  provided  a valid  DD 
Form  1173  or  a statement  of  eligibility  as  re- 
quired by  our  contract. 

Bryan  C.  T.  Fenton,  Colonel,  MC 
Office  for  Dependent’s  Medical  Care 
U.S.  Army 
Washington,  D.C. 


On  Dues  Exemption  Benefit 


To  Dr.  Charles  E.  Henderson: 

I appreciate  your  letter  in  regard  to  the  dues 
exemption  benefit. 

For  the  present  at  least  I do  not  desire  to  avail 
myself  of  this  exemption.  I am  in  good  health, 
have  no  desire  to  retire  and  am  able  to  carry  a 
full  work  load. 

The  county  society  is  putting  forth  its  best 
efforts  toward  the  welfare  of  its  members.  The 
state  society  too  is  protecting  the  best  interests 
of  its  membership. 

I feel  that  I can  show  my  appreciation  of  those 
efforts  by  carrying  my  share  of  the  financial  load. 

Should  the  time  come  when  it  might  be  neces- 


sary to  avail  myself  of  the  exemption  privilege, 
I shall  do  so.  I have  been  in  practice  for  forty- 
two  years.  I am  going  to  make  as  much  of  the 
second  forty  as  possible. 

I am  not  seen  at  the  county  meetings  very 
often.  That  is  primarily  because  the  condition 
of  Mrs.  Trautmann’s  health  is  such  that  my  pres- 
ence at  home,  as  much  as  possible,  is  necessary. 

I consider  myself  privileged  to  be  a member  in 
good  standing  of  my  county,  state  and  national 
medical  organizations.  I wish  them  continued 
success  in  enhancing  the  welfare  of  the  mem- 
bership and  the  public  health  interests. 

H.  Trautmann,  M.D. 
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And  even  these  were  the  fortunate  ones,  despite 
the  fact  that  they  were  to  carry  a disfigurement  for 
life.  Many  died.  Particularly  if  meningitis 
had  set  in  before  surgery . . . 

You  see  very  few  mastoid  scars  around  today  — and, 
under  20  years  of  age,  they  are  almost  nonexistent. 

But,  not  so  many  years  ago  (1934)  it  was  a 
different  story : 

“ No  case  of  acute  mastoiditis  should  be  accepted 
for  insurance  unless  the  ear  has  healed  up  after j 
operation  and  has  remained  so  for  at  least 

six  months  ”* 

From  insurance  risk  to  a practically  unknown 
entity  in  medicine  is  quite  a record  for  the  relatively 
few  intervening  years  between  then  and  now.  The 
reasons  are  not  hard  to  come  by.  Diagnostic  techniques 


have  improved  enormously,  as  has  the  quality  of 
medical  education.  And,  we  submit,  so  has  the  qualitj 
of  the  medicines  which  have  become  available. 

Yet,  the  value  of  independent  drug  research  has 
been  seriously  challenged  — research  which  has 
produced  the  chemotherapeutic  compounds  which 
make  the  cure  of  mastoiditis  practically  a 
routine,  not  even  a worrisome,  procedure.  True, 
the  cost  may  run  as  high  as  $15.00.  Yet,  ask  the 
man  who  paid  $1,000.00  for  his  mastoid  scar  which 
he  would  have  preferred  — if  he  had  had  the  choice. 

♦Asherson,  N.,  “Acute  Otitis  and  Mastoiditis  in  General  Practice.” 

H.  K.  Lewis  & Co.,  Ltd.,  London,  1934. 

This  message  is  brought  to  you  on  behalf  of  the 
producers  of  prescription  products.  A display  card  ol 
this  ad  for  your  waiting  room  is  available.  Write : 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION  • 1411  K STREET,  N.W.  • WASHINGTON,  D.C. 


what  your 
patients 
need  to 
know  about 
Aspirin 


#8 


As  you  know,  the  confidence 
your  patients  place  in  a 
certain  treatment  or  drug 
often  helps  to  reinforce  the 
relief  they  get  from  it. 

That's  why  it’s  often  a good 
idea  to  explain  the  reasons 
for  your  recommendations, 
even  in  the  simplest  cases. 

For  example,  aspirin.  You 
probably  recommend  it 
more  than  any  other  drug,  as  an  analgesic,  as  an  antipyretic,  as  an  aid  to 
sleep  when  restlessness  Is  caused  ^ _ by  minor  discomforts.  Cer- 
tainly aspirin  is  the  most  versatile  and  one  of  the  most 

effective  drugs  In  the  arsenal  of  medicine. 

But  aspirin  is  such  a common  and  such  a safe  drug  that  most  laymen  vastly 
underrate  it.  To  use  it  with  the  utmost  confidence,  they  need  to  know  more 
about  it.  So  next  time,  take  a minute  or  two  to  explain  what  a uniquely  valuable 
drug  aspirin  really  is.  You  know  it;  your  patients  will  be  reassured  to  know  it,  too. 


5-grain  tablets 


1 H-grain  tablets 


For  professional  samples, 
write  The  Bayer  Company, 
1450  Broadway, 

New  York  18,  N.  Y. 
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In  Memoriam 


Fred  C.  Gregg,  M.D. 

1897-1962 


DR.  FRED  C.  GREGG  was  born  in  San  Diego, 
California,  February  6,  1897  and  spent  his 
early  years  on  a ranch  in  the  Sweet  River  Valley 
in  San  Diego  County. 

He  attended  San  Diego  elementary  and  high 
schools  and  graduated  with  a R.S.  in  1918  from 
Pacific  Union  College.  In  1922  he  received  his 
M.D.  from  the  College  of  Medical  Evangelists  in 
Los  Angeles. 

Following  two  tours  around  the  world  as 
physician  with  the  President  Lines,  he  took  four 
years  of  surgery  by  preceptorship  with  the  late 
Dr.  Harlan  Shoemaker  of  Los  Angeles.  He  had 
one  year’s  study  at  the  University  of  Vienna  in 
the  early  thirties. 

He  was  in  general  practice  in  Tucson  from 
1944,  and  for  many  years  prior  to  this  practiced 
in  Calexico. 

He  had  not  been  well  for  the  past  six  years 
and  was  carrying  on  only  a limited  practice  in 
a small  office  he  opened  a year  ago  located  at 
the  rear  of  his  residence.  He  called  it  his  anti- 
coronary office.  He  died  of  a heart  attack  Aug.  3 
while  in  California. 

Studying  medicine  and  helping  people  was 


always  his  chief  and  primary  interest.  But  his 
interest  in  the  basic  sciences  and  history  was 
also  keen  and  varied,  and  he  read  extensively 
along  these  lines. 

He  participated  actively  in  rock  collecting, 
lapidary  work,  archaelogical  diggings,  and  in 
cactus  gardens. 

Dr.  Gregg  was  a member  of  the  American 
Medical  Association,  The  Arizona  Medical  As- 
sociation, American  Academy  of  General  Prac- 
tice, American  Museum  of  Natural  History, 
American  Association  for  the  Advancement  of 
Science,  Arizona  Archaelogical  and  Historical 
Society,  San  Diego  Historical  Society,  Arizona- 
Sonora  Desert  Museum,  Tucson  Gem  and 
Mineral  Society,  and  the  Tucson  Audabon  So- 
ciety. 

He  was  largely  instrumental  in  the  formation 
of  the  Tucson  chapter  of  the  American  Academy 
of  General  Practice. 

He  is  survived  by  his  wife,  Grace,  a social 
worker  in  the  Tucson  Public  Schools;  his  son, 
Douglas,  a student  in  Los  Angeles;  a brother, 
Dr.  Harold  J.  Gregg,  formerly  of  Tucson  and 
now  residing  in  San  Diego;  and  a sister,  Mrs. 
Esther  Bradberry,  also  of  San  Diego. 
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J.  M.  Hesser,  M.D. 


1907-1962 


»R.  J.  M.  HESSER,  founder  of  the  Benson 
Hospital,  died  in  Tucson  on  October  6.  The 
physician  came  to  Benson  from  Tucson  in  1945, 
after  being  stationed  at  Davis  Monthan  Air 
Force  Base  as  an  air  force  surgeon.  Dr.  Hesser 
purchased  a small  clinic  when  he  moved  to 
Benson,  and  in  1946  he  began  building  a hos- 
pital addition.  The  hospital  has  grown  to  its 
present  size  of  20  beds,  with  a modern  operating 
room. 

An  auto  accident  in  1950  left  Dr.  Hesser  a 
paraplegic,  but  he  continued  his  practice  and 
his  building  program.  He  was  active  until  1960 
when  he  retired  and  moved  to  his  farm  near 
St.  David. 

Dr.  Hesser  was  born  on  a farm  near  Glencoe, 
Oklahoma,  on  June  2,  1907.  He  graduated  from 
Stillwater  High  School  in  1925,  and  from  Okla- 
homa State  University  (formerly  Oklahoma 
A & M)  in  1928.  He  continued  his  education 
at  Oklahoma  State  while  teaching  in  the  Cushing 
and  Tulsa  school  systems. 

He  began  his  pre-med  schooling  in  1936,  and 
graduated  from  the  University  of  Oklahoma 
medical  school  in  1941.  He  interned  at  Presby- 
terian Hospital,  Denver,  Colorado. 

While  attending  school  at  Oklahoma  State,  Dr. 
Hesser  was  a member  of  noted  wrestling  teams 
coached  by  Edwin  C.  Gallagher.  Dr.  Hesser  was 
national  Olympic  wrestling  champion  in  1932. 

Dr.  Hesser  was  listed  in  “Who’s  Who  in  the 
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West,”  and  was  a member  of  medical  and 
scholastic  fraternities.  For  many  years  he  was 
a member  of  the  American  Medical  Association, 
The  Arizona  Medical  Association,  and  was  on 
the  staff  of  Tucson  Medical  Center. 

He  is  survived  by  his  wife,  Nellie;  a son, 
Billy  Tom;  and  two  brothers,  William  A.  Hesser 
of  Locust  Grove,  Oklahoma,  and  Woodrow  C. 
Hesser  of  Benson. 
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ANNOUNCEMENT! 

We  are  pleased  and  proud  to  announce 

WHITE  ANGEL  HOSPITAL 

has  received  a 

HOSPITAL  LICENSE 

for  MEDICAL,  REHABILITATIVE  AND 
CONVALESCENT  CARE 


We  are  now  in  position  to  accept  many  patients  where  commercial  insurance 
provides  payments  of  benefits  for  those  entering  licensed  hospitals  which  do  not 
have  major  surgical  facilities. 

WE  DO  PROVIDE  laboratory,  x-ray  services,  physio-therapy  and  inhalation  therapy 
by  registered  technicians.  We  have  a Board  Radiologist  and  Board  Pathologist 
heading  our  X-Ray  and  Laboratory  Departments. 

Over  one  hundred  doctors  in  the  Valley  have  already  treated  patients  at  White 
Angel.  If  we  can  be  of  service  to  you,  please  call  us  for  additional  information. 


COST?  — A modest  $16.00  per  day  is  the  starting  rate. 


Phone  or  Write 

WHITE  ANGEL  HOSPITAL 

277-6651 


1845  East  Thomas  Road 
Phoenix,  Arizona 


Hospital 
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THE  PAST,  PRESENT  AND  FUTURE  OF 
THE  WESTERN  INTERSTATE  COMPACT 
IN  ARIZONA 

Introduction : 

THIS  is  a review  of  the  Western  Interstate 
Compact  Program  in  Arizona. 

The  responsible  administrative  body  is  named 
the  Western  Interstate  Commission  for  Higher 
Education.  This  commission  has  three  represen- 
tatives from  each  state  serving  as  commissioners. 
The  central  office  of  the  commission  is  located 
on  the  University  of  Colorado  campus  at  Boul- 
der, Colorado.  For  the  sake  of  brevity  the  com- 
mission is  often  referred  to  by  the  foreshortened 
name  WICHE. 

There  are  two  other  similar  compacts  in  the 
United  States.  The  Southern  Regional  Educa- 
tional Board  was  established  first  and  includes 
the  southern  states.  The  other  compact  is  in  the 
New  England  States  known  as  the  New  England 
Board  of  Higher  Education.  There  has  been 
some  thought  of  forming  a fourth  compact  region 
in  the  Midwest. 

The  inception  of  this  compact  program  and 
eventual  establishment  of  WICHE  was  brought 
about  when  it  became  apparent  to  the  governors 
of  the  western  states  that  a pressing  problem  in 
higher  education  demanded  an  adequate  and 
prompt  solution. 

The  Problem 

The  problem  may  be  stated  as  follows: 

In  November  1950  the  western  governors  in 
their  annual  meeting  were  presented  with  facts 
indicating  that  many  of  the  western  states  did 
not  individually  have  sufficient  numbers  of  po- 
tential students,  nor  did  they  have  the  financial 
ability,  to  warrant  establishment  of  adequate 
facilities  in  the  essential  fields  of  professional 
and  graduate  training.  To  offset  this  inability  to 
supply  the  necessary  educational  institutions,  the 
governors  advocated  a cooperative  effort  be- 
tween the  states  to  meet  the  needs  of  the  entire 
region.  This  western  region  now  includes  not 
only  the  western  states  as  you  and  I recognize 
them,  but  also  Alaska  and  Hawaii. 

The  first  five  states  to  ratify  the  Western  In- 
terstate Compact  were  Colorado,  Montana,  New 
Mexico,  Oregon  and  Utah.  Arizona  ratified  it 
soon  thereafter.  After  an  unavoidable  time  lag 
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caused  by  the  organization  and  actual  implemen- 
tation of  the  program  it  finally  became  operative 
in  1953. 

As  a matter  of  local  interest,  I digress  here  to 
bring  other  pertinent  facts  into  the  picture.  Med- 
ical education  in  Arizona  was  at  one  time  given 
close  scrutiny  first  by  Dr.  Frank  Milloy  and 
subsequently  by  Dr.  Palmer  Dvsart. 

They  individually  reached  the  same  conclu- 
sion. Their  decision  was  that  Arizona  did  not 
need  nor  could  it  afford  a medical  school.  Both 
of  their  reports  were  made  prior  to  1950. 

Maricopa  County  Medical  Society,  somewhat 
impatient  with  the  conclusions  above  reported, 
appointed  a committee  to  again  review  the  sub- 
ject. The  conclusion  of  this  committee  did  noth- 
ing to  change  the  opinion  as  expressed  by  Drs. 
Milloy  and  Dysart  with  one  exception.  This  ex- 
ception was  a recommendation:  “a  long  range 
plan  should  be  initiated  to  provide  medical  edu- 
cation for  Arizona  Students.  This  might  be  ac- 
complished by  a subsidy  plan  or  a scholarship 
plan.” 

By  fortuitous  circumstances  thereupon  the 
Western  Interstate  Compact  appeared  just  in 
time  to  implement  the  recommendation  of  the 
Maricopa  County  committee. 

The  Goal  of  WICHE 

The  goal  of  the  Western  Interstate  Compact 
was  to  first  endeavor  to  provide  adequate  serv- 
ices and  facilities  in  the  fields  of  medicine,  den- 
tistry, veterinary  medicine  and  public  health. 
You  will  note  my  mention  of  public  health.  I 
must  explain  why  public  health  was  not  included 
in  the  Arizona  program. 

At  the  time  the  legislation  was  being  formu- 
lated for  action  by  the  legislature,  public  health 
was  a two-word  dirty  name  to  most  legislators. 
The  leader  of  the  majority  block  of  the  House 
of  Representatives  presented  us  with  an  ultima- 
tum that  public  health  must  be  excluded  or  we 
could  expect  legislative  action  to  be  non-existent. 

Because  of  this  attitude  plus  our  own  realiza- 
tion of  the  facts  of  life  and  legislatures,  and  in 
order  to  avoid  the  defeat  of  the  whole  program, 
public  health  as  an  issue  was  deleted. 

Remember  this  was  1953.  It  is  only  fair  to  state 
by  observation  and  concrete  action  the  attitude 
of  the  state  legislature  has  changed  for  the  bet- 
ter in  a remarkable  manner  in  the  intervening 
years.  It  came  to  pass  that  the  Arizona  legisla- 
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ture  did  accept  the  Western  Interstate  Compact 
in  the  fields  of  medicine,  dentistry  and  veteri- 
nary medicine.  The  law  as  passed,  however,  did 
differ  from  the  other  states  in  the  compact. 

Arizona  required  that  a student  must  present 
evidence  of  having  been  a resident  of  the  state 
for  ten  years.  He  must  agree  to  one  of  two  alter- 
natives: He  had  to  agree  to  repay  all  of  the 
money  expended  in  his  behalf  at  a four  per  cent 
interest  rate  or,  he  must  return  to  Arizona  and 
practice  his  profession  two  years  for  each  year 
he  participated  in  the  program. 

In  each  of  one  of  these  categories  this  might 
mean  a maximum  of  eight  years  of  practice  in 
order  to  fulfill  his  obligation.  This  was  changed 
by  subsequent  legislative  action  so  that  all  re- 
quirements above  were  reduced  by  fifty  per 
cent.  This  is  the  law  in  effect  at  this  moment. 

The  Method 

The  method  by  which  the  Western  Interstate 
Compact  works  is  as  follows: 

Those  states  without  professional  schools  cer- 
tify eligibility  of  their  students  to  apply  to  west- 
ern schools  of  medicine,  dentistry  and  veterinary 
medicine.  Each  state  then  contracts  to  pay  these 
schools  a fee  for  each  student  enrolled  in  the 
different  programs. 

In  medicine  for  example,  Arizona  pays  to  Col- 
orado $2000.  To  Oregon,  for  each  dental  student 
$1600,  and  for  each  veterinary  student,  say  to 
the  state  of  Washington,  $1200. 

The  money  received  by  these  schools  removes 
the  obligation  of  the  Arizona  student  to  that 
school  for  the  out  of  state  tuition.  He  must,  how- 
ever, still  pay  out  of  his  own  pocket  the  in  state 
tuition  fee. 

This  at  times  has  appeared  inequitable  as  the 
professional  schools  vary  in  their  charges  for  in 
state  and  out  of  state  tuition.  This  cannot  be 
controlled  by  any  other  than  the  individual 
schools.  Furthermore  each  school  admits  stu- 
dents in  line  with  the  policy  of  that  particular 
school. 

Arizona  is  not  guaranteed  any  certain  number 
of  places  in  any  one  school.  This  means  that  a 
scholastically  inept  Arizona  student  will  be  re- 
markably unsuccessful  if  he  attempts  to  enter 
any  institution  by  the  “back  door”  using  this  pro- 
gram as  a device  for  pressure  tactics.  The  Ari- 
zona Commissioners  have  never  deviated  from 
this  concept  to  my  knowledge. 

There  are  ten  medical  schools,  six  dental 


schools  and  three  veterinary  schools  in  the  West. 

Medical  schools  are  in  Colorado  (1),  Utah 
(1),  Oregon  (1),  Washington  (1),  and  Califor- 
nia (6). 

The  schools  in  California  are:  University  of 
California  at  Los  Angeles,  University  of  Califor- 
nia at  San  Francisco,  University  of  Southern  Cal- 
ifornia, Stanford,  Loma  Linda  University  (for- 
merly the  College  of  Medical  Evangelists 
(CME),  and  finally  the  latest  and  most  auspi- 
cious member  of  the  group  is  the  converted  col- 
lege of  osteopathy  in  Los  Angeles  now  renamed 
The  California  College  of  Medicine. 

Program  Results 

The  Western  Interstate  program  has  now  been 
in  operation  almost  ten  years.  Your  interest  must 
be  in  results.  Of  equal  importance  to  you  as  a 
taxpayer,  you  would  like  to  know  what  it  costs 
in  dollars  and  cents. 

To  date  202  students  have  been  served  by  this 
program.  Forty-six  of  these  students  attended 
dental  school.  Fifty-six  students  attended  veteri- 
nary school.  Medical  students  made  up  the  re- 
mainder. Specific  attention  will  be  paid  to  them 
soon. 

The  cost  to  the  State  of  Arizona  for  these  202 
students  has  been  $890,000.  Five  hundred  thou- 
sand dollars  of  this  $890,000  has  been  expended 
on  medical  students  alone.  Let  us  refer  to  these 
students  specifically. 

One  hundred  and  twenty-three  medical  stu- 
dents have  participated,  or  are  now  participa- 
ting. Seventy-six  of  the  123  were  in  medical 
schools  in  November  1962.  They  are  distributed 
in  equal  numbers  over  the  freshman,  sopoho- 
more,  junior  and  senior  classes. 

Thirty-eight  doctors  of  medicine  have  com- 
pleted the  program.  Eleven  have  returned  to 
Arizona  and  are  in  practice  in  this  state  at  this 
time.  Fourteen  are  in  specialty  training.  Two  of 
these  14  are  taking  their  training  in  Arizona. 
Eight  are  in  the  armed  forces.  Five  are  interning 
now,  and  one  of  the  five  is  taking  his  internship 
in  Arizona. 

The  foregoing  figures  will  not  add  up  to  123. 
Ten  students  are  missing.  They  are  missing  be- 
cause they  were  lost  in  transit.  Four  students 
flunked  out  (and  one  of  these  is  now  studying 
to  be  a chiropodist),  and  the  remaining  six  need 
not  be  detailed  except  to  say  they  dropped  out 
of  the  program  for  good  and  sufficient  reasons. 
For  statistical  purposes  therefore  we  have  an 
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eight  per  cent  “elimination  rate”  and  a 3.2  per 
cent  “mortality  rate.” 

Review  of  Student  Opinions  of  Program 

I thought  it  might  be  of  particular  interest 
to  you  to  know  the  opinions  of  some  of  the  indi- 
viduals who  have  completed  the  program. 

A letter  of  inquiry  was  sent  to  all  participants, 
in  which  questions  were  asked  as  to  the  thoughts 
they  might  have  on  the  program.  These  students 
were  asked  to  express  an  opinion  as  to  whether 
the  program  was  worthwhile  and  especially  for 
suggestions  for  improvement  of  the  program.  I 
quote  from  a few  of  these  replies : 

“Had  the  financial  help  not  been  available 
to  me,  my  education  would  have  been  de- 
layed or  possibly  stopped  at  the  end  of  my 
freshman  year.” 

“I  believe  the  program  should  be  expand- 
ed to  include  all  medical,  dental,  and  vet- 
erinary schools  in  the  United  States,  so  that 
the  students  from  Arizona  could  enjoy  a se- 
lection of  schools  without  being  limited  to 
the  Western  schools  alone.” 

“I  think  that  widespread  knowledge  of 
the  WICHE  program  is  lacking.  If  the  pro- 
gram were  widely  known  and  thoroughly 
understood  I doubt  that  the  controversy 
over  the  establishment  of  a medical  school 
in  this  state  would  have  arisen  except  as  a 
prestige  move  of  status  seekers.” 

“The  possibilities  of  extending  this  pro- 
gram are  limitless,  and  could  help  eliminate 
a national  need  in  these  fields.  This  could 
eventually  result  in  bringing  education  back 
to  the  state  level  of  jurisdiction  rather  than 
a centralized  agency  of  the  United  States 
Government.” 

“I  hope  to  see  the  continuation  of  this 
worthwhile  program.  It  is  of  great  benefit 
to  the  participants,  to  the  profession  in 
which  they  engage,  and  to  the  people  of 
the  State  of  Arizona.” 

One  participant  had  this  to  say  on  the  oppo- 
site side  of  the  coin: 

“For  me  the  program  was  not  worthwhile, 
as  evidenced  by  the  fact  that  I left  the  pro- 
gram after  participating  for  two  years.  My 
real  reason  for  entering  the  program  was  on 
the  premise  that  I was  going  to  return  to 
Arizona  to  practice,  and  that  I could  advan- 
tageously use  the  program.  I soon  decided 
that  I was  encumbering  myself  unnecessari- 


ly. I became  less  certain  as  to  where  I 
would  choose  to  practice.  I also  decided 
that  the  $2,000  per  year  from  Arizona  tax 
money  in  my  behalf  was  being  injudiciously 
spent.  Furthermore  my  acceptance  and  at- 
tendance in  my  particular  school  was  not 
contingent  in  any  way  upon  my  being  in  the 
WICHE  program,  (note,  Colorado  is  the 
only  state  which  requires  that  all  students 
must  come  under  the  WICHE  program). 

“The  emphasis  of  the  WICHE  program 
is  wrongly  placed  as  I see  it,  in  that  the 
money  that  is  given  to  the  school  might 
more  properly  be  used  by  directly  assisting 
the  student,  and  he  could  then  use  that 
money  to  pay  out  of  state  tuition  and  to  de- 
fray other  expenses  with  the  remainder. 

“ . . . furthermore  despite  the  ‘assistance’ 
I received  under  the  WICHE  program  I 
still  had  to  borrow  $3,000  to  finance  my 
medical  education.” 

Loan  Fund 

The  above  suggestion  regarding  a redirection 
of  the  Arizona  money  from  the  school  to  the 
studeut  caused  me  to  investigate  the  financial 
needs  of  these  students. 

The  Arizona  Medical  Association  was  early 
apprised  of  the  fact  that  students  had  to  eat, 
sleep,  and  buy  books  as  well  as  pay  tuition  fee.  It 
was  recognized  that  some  students  would  bene- 
fit by  the  WICHE  program  but  might  find  finan- 
cial difficulties  to  be  insurmountable. 

With  this  fact  in  hand  the  loan  fund  of  the 
Arizona  Medical  Association  was  established 
with  a nest  egg  of  $45,000.  The  association  de- 
cided to  loan  $1,500  per  student  per  year  as  a 
maximum  loan.  They  attempted  to  guarantee 
that  a freshman  student  could  count  on  further 
loans  up  to  and  through  his  senior  year  in  like 
amounts. 

There  were  two  big  if’s  about  this  loan  pro- 
gram. First  of  all  the  loan  fund  would  run 
smoothly  if  not  too  many  students  applied  for 
the  loans;  and  smooth  sailing  would  still  be  the 
order  of  the  day  no  matter  how  many  applied  for 
loans  if  supplemental  funds  could  be  obtained  to 
keep  the  loan  fund  in  a continuous  positive  bal- 
ance. 

Both  of  these  if’s  worked  to  the  disadvantage 
of  the  loan  fund.  Too  many  students  applied  for 
loans.  Supplemental  funds  were  not  forthcoming. 

When  it  became  obvious  that  he  fund  was  go- 


January,  1963 


43A 


Topics 

ing  to  be  exhausted  a letter  was  sent  to  the 
members  of  The  Arizona  Medical  Association.  It 
asked  for  donations  to  replenish  a rapidly  dimin- 
ishing reserve.  You  may  remember  receiving 
such  a letter.  You  may  also  remember  how  you 
responded  to  this  request.  If  you  gave  generous- 
ly you  alone  are  the  only  individual  who  did  so. 

The  response  from  the  1200  members  of  the 
association  was  $500.  This  averages  42  cents  per 
doctor.  This  response  was  the  greatest  of  insuf- 
ficiency. The  loan  fund  is  therefore  now  busted, 
broke,  kaput,  defunct.  This  was  and  is  disheart- 
ening to  the  members  of  the  loan  fund  commit- 
tee of  The  Arizona  Medical  Association. 

These  good  colleagues  of  ours  were  optimistic 
enough  to  believe  that  a solution  was  readily 
available.  It  was  their  confirmed  belief  that  the 
House  of  Delegates  of  The  Arizona  Medical  As- 
sociation would  appear  like  Sir  Galahad  and 
rescue  a sticky  situation  in  time  to  avoid  embar- 
rassing us  individually  as  well  as  collectively. 
They  therefore  recommended  to  the  House  of 
Delegates  for  a suspension  of  our  donation  to  the 
American  Medical  Education  Fund  and  diver- 
sion of  this  money  (in  the  amount  of  $10,000)  to 
the  defunct  loan  fund. 

The  House  of  Delegates  failed  to  respond  and 
voted  against  this  recommendation.  Not  content 
with  this  rather  astonishing  thumbs-down  atti- 
tude, the  delegates  also  refused  to  continue  the 
donation  to  anyone.  To  emphasize  that  they 
were  in  a mean,  resentful  mood,  they  further 
made  their  actions  more  emphatic  by  declaring 
them  to  be  retroactive. 

The  loan  fund  committee  members  at  this 
stage  were  exhibiting  paranoid  tendencies  but 
of  an  insufficient  magnitude  to  cause  any  change 
of  heart  of  the  delegates. 

This  action  by  the  House  of  Delegates  was 
predicated  on  a basis  of  financial  crisis  of  our 
association.  I have  it  from  one  of  the  delegates 
of  the  Maricopa  contingency  that  this  action  was 
hasty  and  made  in  the  heat  of  confusing  debate, 
and  that  it  will  be  rectified  at  the  next  meeting 
of  the  House  of  Delegates. 

To  put  a touch  of  irony  on  this  episode,  some- 
one suggested  that  a well-known  philanthropist 
might  be  approached  to  donate  to  the  loan  fund. 
His  first  question  led  to  a grinding  halt  of  the 
conversation  when  he  asked,  “And  how  much 
are  the  doctors  giving  to  support  this  loan  fund?” 

In  any  eventuality  it  is  probably  safe  to  say 
that  the  American  Medical  Education  Fund 


failed  to  find  any  kind  thoughts  or  kind  words 
to  express  their  displeasure  with  the  fact  that 
Arizona  had  defaulted  on  a $10,000  donation. 

The  upshot  of  this  finds  our  association  unable 
to  loan  any  money  to  any  student  this  year. 
There  were  17  such  requests  from  needy  students. 
These  students  were  informed  that  they  could 
no  longer  look  to  The  Arizona  Medical  Associa- 
tion for  financial  assistance.  They  were  guided, 
with  tongue  in  cheek,  to  apply  (could  you  guess 
where?)  to  the  American  Medical  Education 
fund  for  help. 

The  reaction  of  the  AMEF  was  one  which  we 
can  all  point  to  with  pride  and  file  away  for  fu- 
ture reference.  Five  of  the  17  students  were 
granted  loans. 

This  should  not  give  one  grounds  for  loud 
cheering  however,  because  the  AMEF  fund  has 
come  upon  hard  times  also.  They  have  loaned 
over  $9  million  dollars  to  over  five  thousand  stu- 
dents, interns  and  residents.  They  are  receiving 
requests  at  the  rate  of  600  per  month.  The  fund 
would  have  long  been  defunct  if  similar  actions 
to  those  of  the  House  of  Delegates  of  The  Ari- 
zona Medical  Association  had  been  paralleled 
and  copied  by  other  state  associations. 

Actually  the  fund  has  been  kept  in  operation 
only  because  of  a special  action  by  the  American 
Medical  Association  Board  of  Directors  in  appro- 
priating emergency  funds  to  keep  the  fund  in- 
tact. 

I might  warn  you  to  keep  your  good  wife  in 
the  dark  about  all  of  this,  but  I am  sure  word 
will  get  to  her  by  some  means.  As  a matter  of 
recent  action  the  Maricopa  County  Auxiliary 
members  are  implementing  a new  and  original 
idea  for  collecting  funds  for  AMEF.  They  have 
asked  all  members  of  the  Maricopa  County  Med- 
ical Society  to  donate  $25  to  make  up  a Christ- 
mas greeting  card  on  which  all  donors’  names 
will  appear  as  contributors  to  the  AMEF  fund. 

If  the  little  woman  is  inclined  to  look  upon 
the  action  of  our  association  as  a little  less  than 
noble,  it  is  obvious  that  she  is  not  going  to  allow 
us  to  wallow  in  our  ignominious  attitude  as  long 
as  she  is  a part  of  the  team.  Bravo  to  her  and 
long  may  she  persist  in  her  efforts!!! 

Presentation  of  Growth  and  Costs 

When  one  compiles  the  figures  on  growth  and 
cost  of  the  Western  Interstate  Program,  it  is  im- 
mediately apparent  that  the  utilization  is  more 
each  year  and  the  cost  is  therefore  increasing  in 


44A 


Arizona  Medicine 


a somewhat  precipitious  manner. 

We  can  expect  a saturation  point  soon  in  our 
needs  in  veterinary  medicine.  This  is  nice  to 
know. 

We  can  also  say  without  equivocation  that 
dentistry  must  have  a shot  in  the  arm.  We  must 
educate  more  dentists  and  soon  if  we  are  to 
keep  up  with  the  need  and  the  demand. 

Of  greatest  significance,  however,  is  the  ob- 
vious fact  that  we  are  morally  obligated  to  open 
our  eyes  and  our  pocketbooks  in  the  field  of 
medical  education  if  we  are  to  meet  the  respon- 
sibilities thrust  upon  us  at  this  time. 

Hereinafter  is  presented  the  estimate  of  our 
needs  for  doctors  of  medicine  in  the  West.  This 
emphasizes  graphically  the  need  to  recognize 
our  aforementioned  responsibilities. 


Doctors  needed  YEARLY  for  the 

Western  States  2300 

Doctors  now  being  educated  YEAR- 
LY in  the  West 600 

THE  DOCTOR  DEFICIT 

PER  YEAR  1700 


Prelude  To  Conclusion 

For  approximately  ten  years  now  the  Western 
Interstate  Compact  has  apparently  been  giving 
satisfactory  serivce.  The  Arizona  legislature  is 
particularly  proud  of  this  program  and  well  they 
might  be  as  they  have  always  appropriated 
more  than  enough  money  to  take  care  of  all  the 
students  from  Arizona  who  could  and  did  quali- 
fy for  professional  schools. 

As  commendable  as  the  attitude  and  action  of 
the  Arizona  legislature  may  be,  the  annual  defi- 
cit of  1700  doctors  in  the  West  does  not  allow 
you  nor  me  nor  the  Arizona  Legislature  to  be 
complacent  or  satisfied. 

I would  propose  at  this  time  to  indicate  to 
you  that  the  Western  Interstate  Compact  Pro- 
gram will  in  the  very  near  future  not  be  the 
adequate  educational  substitute  it  has  been  in 
the  past. 

In  particular  I would  like  for  you  to  realize 
that  Arizona  is  spending  this  year  for  medical 
students  alone  $152,000.  Ry  1970  it  is  estimated 
the  expenditure  for  medical  students  will  be 
$500,000  — per  year. 

The  legislature  may  be  willing  to  put  up  this 
amount  of  money  for  the  program.  If  they  are 
then  they  should  also  realize  that  they  must  be 
pre-supposing  a rock-bound  assurance  that  the 
schools  of  medicine  in  the  West  can  and  will  ac- 
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commodate  the  increase  in  Arizona  students  that 
is  inevitable.  It  would  be  the  height  of  folly  to 
assume  for  one  minute  that  any  school  would  or 
should  give  such  an  irrevocable  guarantee. 

We  are  entering  on  a new  phase  that  calls  for 
other  methods  than  WICHE  to  answer  the  prob- 
lems for  Arizona.  Population  in  the  Western 
States  is  increasing  at  a rapid  rate.  It  will  soon 
be  painfully  apparent  that  public  supported  uni- 
versities in  the  West  will  not  be  able  to  take 
care  of  our  Arizona  students.  This  is  true  be- 
cause these  universities  will  be  overwhelmed  by 
demands  from  their  own  state  students. 

Medical  schools  are  already  indicating  a de- 
sire to  discourage  applications  and  sometimes 
actually  are  refusing  to  even  consider  applica- 
tions. 

You  may  try  to  look  for  comfort  in  the  thought 
that  there  are  medical  schools  outside  of  the 
West  and  they  will  be  happy  to  receive  Arizona 
students.  I have  also  investigated  this,  and  I can 
disenchant  you  of  this  idea  by  stating  that  Ari- 
zona students  are  well  received  in  only  a few 
schools  outside  of  the  western  states. 

As  a matter  of  record  (and  available  to  anyone 
who  cares  to  check  the  last  four  years  of  the  Ed- 
ucation Number  of  the  “Journal  of  the  American 
Medical  Association”),  students  in  quantities  of 
over  three  are  found  only  at  St.  Louis  Univer- 
sity, Tennessee,  Raylor  University  and  Tulane. 
There  is  a scattering  of  one  or  two  students  over 
a dozen  other  schools  but  with  no  regularity  in 
schools  selected  (or  conversely  in  students  ac- 
cepted). 

This  would  indicate  to  me  that  Arizona  medi- 
cal students  have  a very  narrow  margin  of  safe- 
ty. This  margin  of  safety  is  now  couched  in  the 
western  interstate  program.  We  are  about  to  be 
phased  out  of  that  margin  of  safety  simply  by 
the  law  of  supply  and  demand. 

There  are  those  who  might  believe  the  west- 
ern interstate  program  is  of  enough  attractive- 
ness so  as  to  discourage  students  from  a desire 
to  attend  schools  outside  of  the  West.  Far  be 
this  from  the  truth  as  I have  also  discovered. 

We  have  76  students  in  medical  schools  in  the 
West  at  present,  but  we  have  more  students  at- 
tending medical  schools  outside  of  the  West.  I 
can  count  to  90  the  number  of  students  enrolled 
in  those  schools  not  covered  by  the  Western 
Interstate  Compact. 

To  compound  the  concern  in  this  matter,  at 
least  one  of  our  medical  schools  in  the  West  has 
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exhibited  a disinterest  in  continuing  to  accept 
Arizona  students.  Their  present  policy  indicates 
a possible  limitation  of  numbers  of  Arizona  stu- 
dents in  the  future.  This  is  most  disconcerting 
because  of  the  original  concepts  of  this  program. 

Everyone  was  optimistic  enough  to  believe 
that  the  demands  of  medical  students  would  cre- 
ate new  space  in  the  medical  schools  then  in 
existence.  This  has  not  been  accomplished.  Ob- 
viously the  continuation  to  share  a scarcity  is 
not  the  answer  to  the  mounting  pressures  for 
more  facilities.  Originally  the  problems  WICHE 
sought  to  alleviate  have  been  worsening  yearly. 

The  program  has  not  attracted  young  talent 
to  medical  careers.  This  has  caused  certain  Ca- 
reer Programs  to  be  instituted  in  various  medi- 
cal societies  throughout  the  nation.  In  only  two 
states  of  the  fifty  states  has  a smaller  percent- 
age of  college  age  students  sought  medical  train- 
ing than  in  Arizona. 

In  Arizona  a goodly  number  of  your  col- 
leagues will  point  with  alarm  at  the  seeming  in- 
flux of  new  doctors.  They  seem  to  be  flooding 
the  horizon  with  no  end  in  sight.  Despite  this 
influx  the  over-all  present  physician-population 
ratio  in  Arizona  is  not  commendable. 

The  ratio  of  132  physicians  per  100,000  popu- 
lation is  considered  to  be  desirable  for  adequate 
and  satisfying  medical  care  for  any  specified 
community.  Arizona  has  less  than  100  physicians 
per  100,000  population. 

If  and  when  the  medical  schools  do  begin  to 
limit  Arizona  students,  and  particularly  if  this 
occurs  in  western  schools,  the  WICHE  program 
in  medicine  will  no  longer  be  possible. 

The  fact  of  this  matter  is  reflected  in  statistics 
which  reveal  that  in  1960,  out  of  state  enroll- 
ment in  the  public  medical  schools  dropped  from 
nine  per  cent  to  four  per  cent.  In  private  medi- 
cal schools  the  out  of  state  enrollment  dropped 
from  53  per  cent  to  27  per  cent. 

Just  as  we  here  in  Arizona  demand  residence 
requirements  for  our  WICHE  program,  each  of 
the  states  surrounding  Arizona  is  considering  in 
a selfish  manner  its  own  restrictive  requirements 
for  admission  to  its  own  medical  schools. 

Conclusion 

You  might  interpret  from  what  I have  said 
that  the  WICHE  program  is  about  to  come 
apart  at  the  seams.  If  so  you  will  not  be  unique 
but  you  will  have  failed  to  read  the  message 
correctly. 


The  WICHE  program  will  continue  to  func- 
tion in  a satisfactory  manner  for  an  undeter- 
mined time  to  come.  Dental  and  veterinary  stu- 
dents and  other  urgent  educational  endeavors 
will  still  be  your  responsibility  and  mine  and 
that  of  the  legislature. 

This  program  is  the  only  possible  way  to  solve 
a number  of  interstate  needs  and  requirements. 
Therefore  the  Western  Interstate  Compact  activ- 
ities must  continue  as  an  absolute  necessity. 

What  I am  in  fact  trying  to  convey  to  you  is 
the  idea  that  in  the  field  of  medical  education 
we  are  in  a phase  of  change.  We  must  accept  it 
and  adapt  to  it.  We  cannot  ride  the  tide  of  in- 
decision and  complacency. 

For  those  who  abhor  the  thought  of  a medi- 
cal school  for  Arizona,  certain  facts  must  be  kept 
in  mind.  In  the  first  place  the  beginnings  of  a 
medical  school  are  very  slow  no  matter  how 
high  the  enthusiasm  may  be.  A decision  in  favor 
of  starting  a medical  school  tomorrow  would  not 
find  any  solid  returns  from  such  an  endeavor 
for  ten  years.  The  time  interval  for  planning 
would  take  from  two  to  four  years. 

Construction  of  physical  facilities  and  admis- 
sion of  the  first  class  would  consume  another 
two  years.  By  the  time  the  first  graduate  was 
available  for  practice  in  this  state,  the  year  1972 
would  be  upon  us.  If  this  be  true,  then  is  it  too 
early  to  start  a medical  school  in  Arizona  now? 

I at  one  time  made  an  estimate  that  Arizona 
would  be  ready  for  a start  on  a medical  school 
by  1972.  This  estimate  was  made  on  the  assump- 
tion that  Arizona  would  then  be  able  to  boast 
a population  of  1,500,000.  Day  before  yesterday 
I found  my  estimate  was  wrong  by  ten  whole 
years.  Such  being  the  case  I say  now  is  the  time 
to  get  with  it.  Only  by  the  presence  of  a good 
medical  school  in  Arizona  can  we  solve  the 
problem  which  confronts  us.  The  WICHE  pro- 
gram cannot  do  it. 

It  would  appear  that  a supplementary  schol- 
arship or  loan  fund  program  has  already  been 
given  a trial,  and  to  our  individual  and  collec- 
tive chagrin  it  appears  to  be  deficient. 

In  the  long  run  the  generous  support  of  the 
WICHE  program  by  the  state  of  Arizona  for 
medical  students  would  be  more  wisely  spent  if 
applied  toward  the  establishment  and  mainte- 
nance of  a medical  school  within  the  bounds  of 
this  state. 

Dermont  W.  Melick,  M.D. 

Phoenix,  Arizona 
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ARIZONA’S  SYPHILIS  PROBLEM 

IN  THE  last  two  decades  one  of  the  mightiest 
cripplers  of  mankind  down  through  the  ages 
has  wavered.  And  in  the  next  decade  it  is 
possible  that  syphilis  may  be  counted  out  for- 
forever  as  a serious  public  health  menace. 

In  the  years  before  the  Forties  were  the 
lengthy,  hard  to  administer,  case-holding  pro- 
grams. During  the  Forties  came  the  “magic  bul- 
let” penicillin. 

The  Fifties  brought  the  community  survey, 
mass  screening  programs  and  the  rapid  treatment 
centers. 

The  Sixties  have  brought  a new  concept  into 
the  public  health  field  — the  eradication  of 
syphilis. 

Arizona  has  had,  during  the  twelve  months 
ending  June  30,  1962,  a decrease  in  the  number 
of  early  infectious  syphilis  reported.  These  are 
the  primary,  secondary  and  early  latent  cases. 
Total  syphilis  for  the  state  has  also  decreased 
in  this  12-month  period. 

It  is  of  interest  to  note,  however,  that  there 
were  318  cases  of  syphilis  reported  by  private 
jhysicians  during  the  twelve  months  ending  June 
30,  1962.  This  is  an  increase  of  41  per  cent  over 
the  225  cases  reported  by  private  physicians  in 
the  previous  twelve  months  period. 

Reports  of  syphilis  cases  from  clinics,  hospitals 
and  other  institutions  ( including  military ) 


showed  a 22  per  cent  decrease  for  the  same  re- 
port periods.  (See  Table  I.) 

Distribution  of  the  132  cases  of  primary  and 
secondary  syphilis,  and  including  all  other  stages 
of  syphilis  by  county  of  residence  of  patients 
treated  is  shown  below. 


July  1961  - June  1962  All  Sources 


Counties 

Apache 

Total 

Syphilis 

50 

Primary  Early 
Secondary  Latent 

4 14 

Late 
& Late 
Latent 

31 

Congen- 

ital 

1 

Cochise 

17 

4 

5 

8 

Coconino 

15 

1 

2 

12 

Gila 

21 

1 

5 

15 

Graham 

25 

6 

19 

Greenlee 

3 

3 

Maricopa 

342 

58 

64 

209 

11 

Phoenix 

(224) 

(38) 

(46) 

(135) 

(5) 

Other 

(118) 

(20) 

(18) 

(74) 

(6) 

Mohave 

8 

8 

Navajo 

43 

1 

8 

34 

Pima 

155 

35 

55 

62 

3 

Tucson 

(108) 

(18) 

(37) 

(51) 

(2) 

Other 

(47) 

(17) 

(18) 

(ID 

(1) 

Pinal 

115 

22 

14 

77 

2 

Santa  Cruz 

14 

1 

2 

11 

Yavapai 

17 

1 

15 

1 

Yuma 

33 

5 

9 

19 

Totals 

858 

132 

185 

523 

18 

During  the  recent  twelve-month  report 
period  the  state  and  county  health  departments 
have  concentrated  on  three  epidemiologic  steps: 

1.  Quick  and  complete  epidemiology  (inter- 


TABLE  I 


SYPHILIS  AND  GONORRHEA  CASES 
Reported  to  the  Arizona  State  Department  of  Health 
Fiscal  1958  through  1962 


Year 

Total 

Primary  & 
Secondary 

Syphilis 

Early 

Latent 

Congenital 

Others 

Gonorrhea 

1957-58 

1,547 

90 

237 

21 

1,199 

2,504 

1958-59 

1,802 

99 

403 

33 

1,267 

3,404 

1959-60 

1,068 

217 

149 

32 

670 

3,019 

1960-61 

919 

181 

202 

33 

503 

2,822 

1961-62 

858 

132  185  18 

Reported  by  Private  Physicians 

523 

2,825 

1957-58 

474 

36 

36 

7 

395 

751 

1958-59 

1,509 

66 

364 

18 

1,061 

1,607 

1959-60 

651 

123 

99 

21 

408 

1,550 

1960-61 

225 

39 

24 

11 

151 

788 

1961-62 

318 

47 

47 

6 

218 

763 

0 Reported  by  Clinics,  Hospitals  and  Other  Institutions 


1957-58 

1,073 

54 

201 

14 

804 

1,753 

1958-59 

293 

33 

39 

15 

206 

1,797 

1959-60 

417 

94 

50 

11 

262 

1,469 

1960-61 

694 

142 

178 

22 

352 

2,034 

1961-62 

540 

85 

138 

12 

305 

2,062 

“Includes  all  known  military  cases. 
SOURCE  - PSH-688 
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viewing-investigation ) of  all  early  infec- 
tious syphilis  cases. 

2.  Visits  to  each  general  practitioner  in  the 
State  twice  a year,  and  one  visit  per  year 
to  the  remaining  physicians. 

3.  Visits  to  private  laboratories  to  encourage 
the  reporting  of  all  reactive  serologic  tests 
for  syphilis. 

Epidemiologic  investigations  available  during 
1962  totaled  6,557.  Included  in  this  number  were 
140  investigations  referred  to  Arizona  from  20 
other  states  in  the  U.  S.  and  one  foreign  country. 
A total  of  4,183  of  the  6,557  cases  available  were 
examined  with  840  of  these  being  brought  to 
treatment  for  the  first  time.  Included  in  total 
treated  were:  81  primary  and  secondary  syphi- 
lis; 161  early  latent  syphilis;  381  late  and  late 
latent  and  congenital  stages  of  syphilis;  216 
cases  of  gonorrhea  and  one  minor  veneral  dis- 
ease. Casefinding  efforts  in  737  cases  were  un- 
successful. There  were  1,637  cases  under  in- 
vestigation at  the  close  of  the  fiscal  year  for 
which  no  final  disposition  was  available. 

The  central  registry  of  venereal  diseases,  main- 
tained by  the  State  Department  of  Health  as  a 
confidential  file,  provides  in  addition  to  case  find- 
ing services  and  statistical  data  a means  for  elim- 
inating duplications  of  follow-up  activities,  a 
guide  to  assignment  of  investigations,  and  elim- 
ination of  investigation  procedures  of  persons 
reported  as  suspects  who  are  already  under 
treatment. 

The  Division  of  Venereal  Disease  Control  sup- 
plies procaine  penicillin  in  oil  with  2%  aluminum 
monostearate  and  benzathine  penicillin-G  (bi- 
cillin)  to  local  health  departments,  private  phy- 
sicians, hospitals  and  medical  facilities,  to  re- 
place drugs  used  in  the  treatment  of  venereal 
diseases. 

The  Division  is  also  a supply  center  for  edu- 
cational materials  which  may  be  used  by  the 
private  physicians  and  by  the  investigator  in  the 
interest  of  VD  control. 

In  1961  the  Surgeon  General  of  the  United 
States  appointed  a “task  force”  of  prominent 
private  and  public  health  officials  to  make  rec- 
ommendations for  the  eradication  of  syphilis. 
We  quote  in  part  from  their  report  “The  Eradica- 
tion of  Syphilis.” 

“Members  of  the  Task  Force  understand 

that  reversal  of  trend  and  elimination  of  the 

syphilis  hazard  will  not  be  easy.  It  will  require 

more  funds,  more  workers,  a higher  ‘index  of 


suspicion’  among,  and  better  morbidity  re- 
porting by,  private  physicians. 

“It  will  require  a higher  level  of  coopera- 
tion among  all  public,  private  and  hospital 
laboratories  doing  blood  tests  for  syphilis.  It 
will  require  speedier  case-finding,  improved 
interstate  communications,  more  complete  in- 
terviewing and  re-interviewing  of  all  infec- 
tious syphilis  patients  for  sex  contacts,  and 
extension  of  the  interview  to  include  ac- 
quaintances and  associates  of  the  patients. 

If  the  eradication  of  syphilis  is  to  take  place 
in  Arizona,  there  is  needed  the  continued  and 
fullest  cooperation  of  the  private  physicians  in 
reporting  the  disease  and  promoting  contact  fol- 
low-up. The  private  physician  can  assist  still 
further  in  urging  private  and  hospital  laboratory 
reporting  of  positive  serology  tests  for  syphilis. 

There  is  need  for  public  education  as  to 
venereal  disease  control.  There  is  urgent  need 
for  a teenage  school  program  for  venereal  dis- 
ease eradication  education. 

DURING  1943,  when  penicillin  was  first  in- 
troduced into  syphilotherapy,  the  prophecy 
of  total  syphilis  eradication  was  acclaimed 
throughout  the  land. 

In  the  years  that  followed  from  the  late  Forties 
through  the  middle  Fifties,  it  appeared  the 
“magic  bullet”  would  achieve  this  end. 

By  the  end  of  fiscal  year  1957,  the  infectious 
stages  of  primary  and  secondary  syphilis  had 
been  reduced  to  6,251,  or  a case  ratio  of  3.8 
persons  infected  per  100,000  population.  This 
represented  the  lowest  number  ever  reported. 

Almost  immediately,  however,  the  tide  began 
to  turn.  The  ensuing  rise  in  infectious  syphilis 
since  1957  to  the  present  day  was  as  sharp  as 
the  preceding  decline  was  precipitous. 

Latest  official  statistics  of  the  national  problem 
revealed  the  18,781  such  cases  reported  in  1961 
to  be  the  highest  recorded  since  1951.  (Pro- 
visional figures  for  the  USA  in  1962  indicate  a 
continuing  upward  trend). 


Comparison  of  Case  Rates 
of  Primary  and  Secondary  Syphilis 


Year 

United  States 

Arizona 

1951 

18,211 

12.1 

190 

25.4 

1957 

6,251 

3.8 

58 

5.3 

1959 

8,178 

4.7 

98 

8.1 

1961 

18,781 

10.4 

181 

13.6 

1962 

20.335* 

11.0* 

132 

9.3 

'’Provisional 


Health  authorities  cite  many  reasons  for  this 
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reversal  in  trend,  the  principal  contributor  being 
the  diversion  in  the  middle  Fifties  of  health 
resources  on  all  levels  to  other  problems  which 
appeared  to  be  of  greater  import. 

Cited  too,  in  addition  to  the  reduction  in 
program  emphasis  which  followed,  are  public 
apathy,  increases  in  the  teen-age  population, 
inadequate  parental  control  of  these  same  teen- 
agers, population  mobility,  rapid  urbanization; 
and  a general  overall  lowering  of  moral  stand- 
ards. 

The  Problem  in  Arizona 

The  infectious  syphilis  problem  in  Arizona 
has  borne  a striking  similarity  to  that  of  the 
nation.  In  precisely  the  same  fiscal  year  of  1957, 
both  recorded  the  lowest  number  of  primary  and 
secondary  syphilis  cases  reported  to  their  re- 
spective agencies. 

Beginning  with  fiscal  year  1958  and  continuing 
through  fiscal  year  1961,  both  agencies  experi- 
enced the  exact  same  sharp  rises  in  the  incidence 
of  infectious  syphilis. 

In  1962,  however,  to  the  joy  of  health  authori- 
ties in  Arizona,  there  has  been  a sharp  decline 
in  the  number  of  cases  reported  while  at  the 
same  time,  the  trend,  nationally,  is  upward. 

Whether  this  separation  is  momentary  or  per- 
manent is  yet  to  be  determined.  Whichever  may 
be  the  case,  Arizona  has  far  too  long  held  the 
unenviable  position  of  being  listed  among  the 
ten  leading  states  in  case  rate  (number  of  per- 
sons infected)  per  100,000  population. 

Utilizing  only  the  most  recent  figures,  we  find 
Arizona  ranked  fifth  in  1958,  fourth  in  1959, 
third  in  1960  and  tenth  in  1961. 

Provisional  figures  for  the  nation  for  the 
twelve  months  ending  June  30,  1962,  tentatively 
placed  Arizona  in  the  fifteenth  ranking  position. 

For  the  first  time  in  more  than  a decade,  Ari- 
zona will  not  be  listed  among  the  “top  ten.” 
Success  for  this  reduction  is  credited  to 
the  adoption  and  utilization  by  the  State  De- 
partment of  Health  in  1961  and  intensified  in 
1962  of  an  entirely  different  concept  in  syphilis 
control  — the  eradication  of  syphilis  via  a com- 
prehensive control  program.  The  basic  ingredi- 
ents involved  are: 

1.  The  application  of  patient  interviewing 
and  contact  investigation  and  referral  tech- 
niques, (or  the  principles  of  epidemiology)  to 
every  case  of  syphilis  reported  in  the  primary, 
secondary  or  early  latent  stages. 

2.  A private  physician  visitation  program 


Topics 

which  provides  for  at  least  two  visits  per  year 
by  a duly  qualified  health  worker  to  all  of 
the  state’s  general  practitioners  and  at  least 
one  visit  yearly  to  each  of  the  remaining 
physicians  regardless  of  specialty. 

3.  A program  which  would  provide  that  all 
laboratories  ( public,  private,  hospital  and 
blood  bank ) processing  blood  tests  for  syphilis 
cooperate  in  the  control  effort  by  reporting  to 
the  appropriate  health  agency  all  positive 
specimens  by  name  of  patient  and  attending 
physician. 

4.  A comprehensive  and  dynamic  education- 
al program  for  professionals  as  well  as  for  the 
general  masses. 

The  following  are  the  results  achieved  during 
1962  in  the  areas  mentioned  above. 

Epidemiology 

Table  II  depicts  the  results  of  patient  inter- 
viewing activity.  Of  a total  of  132  patients  re- 
ported with  infectious  syphilis  in  1962,  all  but 
four  were  interviewed  for  sex  contacts.  These 
four  were  not  interviewed  as  permission  to  do 
so  was  denied  by  their  attending  physician. 

Eight  additional  patients  (carry-overs  from 
fiscal  1961)  were  interviewed  bringing  the  total 
to  136.  These  patients  named  a total  of  392  sex 
contacts  or  2.9  contacts  per  patient.  This  is 
comparable  to  the  national  average  of  3.0. 

Of  the  185  early  latent  cases  reported,  a total 
of  169  were  interviewed.  Interviews  were  not 
performed  on  nine  cases  as  permission  was  de- 
nied by  the  attending  physician  and  seven  were 
not  located  for  interview  due  to  falsified  ad- 
dresses, moved  out  of  the  jurisdiction,  etc. 


SYPHILIS  PATIENT  INTERVIEWING 


Diagnosis 

TABLE  II 

Fiscal  Year  1962 
Patients  Number  of 

Number  of 

of  Patients 

Available  for 

Patients 

Contacts 

Interviewed 

Interview 

Interviewed 

Obtained 

Primary  & 
Secondary 

Syphilis 

132 

136 

392 

Early  Latent 

Syphilis 

185 

169 

497 

Cluster 

Interviews 

317 

230 

643 

From  the  169  patients 

interviewed 

a total  of 

497  sex  contracts  were  obtained  for  a ratio  of 
2.9  per  patient. 

Further,  to  increase  the  case  finding  efficiency 
a “cluster  interview”  was  applied  to  230  of  the 
305  patients  interviewed. 
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Cluster  interviewing  is  a concept  that  is  based 
on  the  premise  that  friends  and  associates  of  an 
infected  person  may  be  as  inclined  to  exposure 
to  veneral  disease  as  the  patient.  This  epidemio- 
logical procedure  has  been  very  successful  in 
this  state. 

The  application  of  this  procedure  resulted  in 
the  acquisition  of  643  more  suspects  or  a ratio 
of  2.8  per  patient  interviewed. 

This  technique  has  increased  epidemiologic 
yield  by  one-fourth  in  Arizona. 

Table  III  depicts  the  results  of  epidemiological 
investigations  available,  completed  and  results 
obtained  for  1962. 

Of  the  132  primary  and  secondary  syphilis 
cases  reported  in  Arizona,  81  or  69  per  cent,  were 
the  direct  result  of  field  investigation.  Of  the 
185  early  latent  cases  reported,  Arizona’s  epi- 
demiologic team  accounted  for  161,  or  87  per 
cent  of  the  total. 

TABLE  III 

EPIDEMIOLOGIC  INVESTIGATIONS 


1.  Total  investigations  available 6,557 

2.  Total  contacts  and  suspects  examined 4,183 

3.  Total  contacts  and  suspects  not  examined  ....  737 

4.  Total  contacts  and  suspects  brought  to 

treatment  for  first  time 840 

a.  Primary  and  secondary  syphilis  81 

b.  Early  latent  syphilis 161 

c.  All  other  syphilis  381 

d.  Gonnorrhea  216 

e.  Other  veneral  diseases 1 

5.  Total  contacts  and  suspects  returned 

for  treatment  253 

6.  Total  contacts  and  suspects  already  under 

treatment  or  adequately  treated 583 

7.  Total  contacts  and  suspects  receiving 

prophylactic  treatment  243 

8.  Total  contacts  and  suspects  not  infected 2,156 

9.  Other  dispositions  (i.e.  deceased, 

not  treated,  etc.)  132 


The  preceding  proves  conclusively  the  value 
of  applying  the  epidemiologic  technique. 

Private  Physician  Visitation 

Private  physicians,  for  the  most  part,  have 
taken  a more  active  interest  in  the  control  pro- 
gram in  1962.  This  is  evidenced  by  the  41  per 
cent  increase  over  1961  in  the  reporting  of 
syphilis  cases  on  confidential  morbidity  cards. 
Particularly  gratifying  is  the  increased  reporting 
of  infectious  syphilis  cases. 

During  1962,  private  practitioners  reported  47 
or  35.6  per  cent  of  the  132  cases  recorded  for 


an  increase  of  14.1  per  cent  over  the  same 
period  in  1961.  Part  of  this  increase  in  coopera- 
tion has  been  attributed  to  the  visitation  pro- 
gram. 

TABLE  IV 

PRIVATE  PHYSICIANS  VISITATION 

(M.D.’s  & D.O.’s) 

STATE  OF  ARIZONA 
V.D.  CONTROL  DIVISION 
Fiscal  Year  1962 


First 

Repeat 

Total 

County 

Visit 

Visit 

Visits 

Maricopa 

265 

599 

864 

Pima 

71 

181 

252 

Pinal 

2 

71 

73 

Navajo  Project 

3 

3 

6 

All  Others 

121 

261 

382 

Totals 

462 

1115 

1577 

Table  IV  shows  that  of  the  1300  practicing 
physicians  in  Arizona  462  were  visited  by  a 
representative  of  the  state  or  local  health  depart- 
ment for  the  first  time. 

An  additional  1115  visits  were  made  to  these 
same  462  physicians  for  an  average  of  3.4  visits 
per  physician.  Total  visits  made  numbered  1577. 
In  practically  every  instance  the  physicians 
selected  were  utilizing  the  services  of  the  State 
Department  of  Health  laboratory  and  its  branch- 
es for  serologic  evaluation,  but  were  not  in  every 
instance  reporting  cases  diagnosed  and  treated. 
Clinical  Laboratory  Visitation 
and  Education  Program 

At  present,  it  is  necessary  to  refrain  from 
specific  comment  due  to  lack  of  data.  An  en- 
couraging amount  of  progress  has  been  achieved, 
however,  in  the  area  of  solicitation  of  laboratory 
cooperation  in  reporting  reactive  serology  to  the 
State  Department  of  Health.  The  American  Red 
Cross,  the  Southwest  Blood  Bank,  central  lab- 
oratory of  the  Phoenix  Indian  Hospital,  and 
others  are  participating  in  this  phase  of  the 
control  program. 

The  crowning  achievement  of  the  entire  year 
was  increased  participation  of  the  private  phy- 
sician of  Arizona  in  the  venereal  disease  control 
program.  It  has  long  been  the  feeling  of  health 
authorities  everywhere  that  total  eradication  of 
syphilis  will  only  be  possible  if  private  and 
public  medicine  join  hands  — the  one  to  diag- 
nose and  treat,  the  other  to  apply  the  time-con- 
suming principles  of  epidemiology. 

Lloyd  M.  Farner,  M.D. 

Commissioner 

Arizona  State  Department  of  Health 
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NASAL  SPRAY 


J/vfnfhrop 


nTz  Nasal  Spray  provides  prompt,  dependable  decongestion  of  nasal 
membranes-for  fast  relief  of  colds.  nTz  is  “...singularly  effective  for 
nasal  congestion  due  to  either  allergic  or  infectious  causes.”*  In  a major 
practice,  it  has  been  “an  efficient  nose  drop  which  has  superseded  al- 
most all  others....”*  More  than  a simple  vasoconstrictor,  nTz  is  a com- 
bination of  three  thoroughly  evaluated  ingredients. 

©eo-Synephrine®  hydrochloride  0.5  per  cent-opens  engorged  nasal 
passages,  shrinks  sinus  ostia  and  provides  proper  breathing  and 
drainage  space. 

©henfadil®  hydrochloride  0.1  percent-provides  powerful  antiallergic 
action  to  check  rhinorrhea. 

©ephiran®  chloride  1:5000  (antibacterial  wetting  agent  and  preserv- 
ative)—promotes  spread  and  penetration  to  less  accessible  nasal 
areas. 

nTz  is  well  tolerated  by  the  delicate  respiratory  tissues.  In  several  hun- 
dred patients  treated  with  nTz,  there  were  “...no  deleterious  effects 
from... frequent  and  prolonged  use.”* 

nTz  Nasal  Spray  is  also  useful  in  vasomotor  (allergic)  rhinitis  and  sinus- 
itis. It  is  best  used  twice  within  five  minutes.  Supplied  in  leakproof, 
pocket-size,  squeeze  bottles  of  20  ml.  and  in  bottles  of  30  ml.  with 
dropper. 

*Levin,  S.  J.:  Pediat.  Clin.  North  America  1:975,  Nov.,  1954. 

nTz,  Neo-Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyldiamine) 
and  Zephiran  chloride  (brand  of  benzalkonium  chloride,  refined),  trademarks  reg. 
U.S.  Pat.  Off. 

WINTHROP  LABORATORIES,  NEW  YORK  18,  N.Y. 
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Relieves  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied : 400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  mf.prospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


Clinically  proven 
in  over  750 
published  studies 

IActs  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM-7972 


Trocinate 


Brand  of  Thiphenamil  HC1. 


FOR  DIVERTICULITIS,  MUCUS  COLITIS, 
IRRITATIVE  DIARRHEA , IRRITATIVE  URETERITIS, 
BLADDER  SPASM 


trocinate  is  a musculotropic  antispasmodic  with 
no  appreciable  anticholinergic  action.  It  relieves 
spasms  of  the  lower  bowel  and  genito-urinary 
tract  by  direct  action  on  the  contractile  mech- 
anism of  smooth  muscles.  The  absence  of  any 
appreciable  action  on  the  autonomic  nervous 
system  eliminates  the  usual  side-effects.  It  may 
be  safely  used  in  glaucoma.  Each  tablet  con- 
tains 100  mgs.  Trocinate  HC1. 

Usual  Dosage  : 2 tablets,  4 times  a day.  Main- 
tenance dosage  is  frequently  lower. 

Dispensed  in  bottles  of  40  and  250  tablets. 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


January,  1963 


53A 


WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


'I  feel  as  though  everything  in  me 
has  slowed  down. . . 

'After  all  those  months,  the  baby  is 
here  and  all  I do  is  cry.” 

‘Everything  bothers  me  now,  Doctor. 
I wasn’t  like  this  before  my  meno- 
pause. . . .” 

‘The  harder  I try  to  work,  the  more 
I get  behind.  ...  my  boss  doesn’t 
respect  me— my  own  children  don’t 
seem  to  respect  me  anymore.” 

‘Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die.” 


DEXAMYL'®  SPANSULE®  brand  of  sustained  release  capsules 


FORMULA:  Each  'Spansuie'  capsule  No.  1 contains 
10  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr.  of  amobarbital,  derivative  of  bar- 
bituric acid  [Warning,  may  be  habit  forming].  Each 
'Spansuie'  capsule  No.  2 contains  15  mg.  of  'Dexedrine' 
(brand  of  dextro  amphetamine  sulfate)  and  1%  gr.  of 
amobarbital  [Warning,  may  be  habit  forming].  The 
active  ingredients  of  the  'Spansuie'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 

INDICATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  overweight. 


USUAL  DOSAGE:  One  'DexamyT  Spansuie  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 
CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds  or  barbiturates  and 
in  coronary  or  cardiovascular  disease  or  severe  hyper- 
tension. 

SUPPLIED:  'Spansuie'  capsules  No.  1 (1  dot  on  cap- 
sule) and  No.  2 (2  dots  on  capsule),  in  bottles  of  30. 
Prescribing  information  October  1962. 

Smith  Kline  & French  Laboratories  CSj" 
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Future  Medical  Meetings  and  Postgraduate  Education 

72nd  Annual  Meeting 

The  Arizona  Medical  Association,  Inc. 

May  1-4,  1963 

Pioneer  Hotel,  Tucson,  Arizona 
Tentative  Program 

Wednesday,  May  1: 

7:30  a.m.  Board  of  Directors  breakfast,  meeting 
12:00  noon  Board  of  Directors  luncheon 
1:00  p.m.  House  of  Delegates,  first  regular  session 
3:00  p.m.  Blue  Shield  annual  corporate  meeting 
7:00  p.m.  Reception,  buffet  supper 


Thursday,  May  2: 


7:30  a.m. 
8:00  a.m. 


10:00  a.m. 
11:30  a.m. 


1:00  p.m. 
3:00  p.m. 

Friday,  May  3: 
7:15  a.m. 


10:00  a.m. 
10:30  a.m. 
11:00  a.m. 
11:45  a.m. 
12:15  p.m. 
12:45  p.m. 

1:00  p.m. 
3:00  p.m. 
7:30  p.m. 
8:30  p.m. 

Saturday,  May  4: 
9:00  a.m. 

9:30  a.m. 
10:00  a.m. 
10:30  a.m. 
11:15  a.m. 
11:45  a.m. 
12:15  p.m. 


Breakfast 

Panel  discussion  on  pain 
Moderator:  Dr.  John  R.  Green 

Panelists:  Drs.  Paul  R.  Dumke,  Eduardo  Eidelberg,  Fred  Kern 
Jr.,  William  H.  Sweet 
General  Session 

Panel  discussion  on  pediatric  surgery 
Moderator:  Dr.  Daniel  T.  Cloud 

Panelists:  Drs.  John  Caffey,  Paul  R.  Dumke,  Hugh  B.  Lynn, 
William  H.  Sweet 

Specialty  society  luncheons,  handicap  golf  tournament 
Bowling  tournament  for  doctors  and  wives 

Breakfast  — Seminar  on  viral  hepatitis 

Participants:  Dr.  G.  R.  Jones,  Dr.  Lloyd  M.  Farner,  Dr.  D.  S. 

Martin,  Dr.  H.  F.  Eichenwald 
Dr.  Hugh  B.  Lynn 
Dr.  Fred  Kern  Jr. 

Dr.  John  Caffey 

Dr.  William  H.  Sweet 

Dr.  Edmund  L.  Keeney 

Fourth  annual  award  paper 

Specialty  society  luncheons 

House  of  Delegates,  second  meeting 

President’s  reception 

President’s  dinner-dance 

L: 

Dr.  Fred  Kern  Jr. 

Dr.  Melvin  H.  Goodwin,  “Morbidity  in  Arizona” 

Dr.  William  H.  Sweet 
Dr.  Paul  R.  Dumke 

The  Reverend  Paul  B.  McCleave,  Ph.D. 

Dr.  John  Caffey 

Medico-Legal  Panel:  “The  Pima  Plan” 

Moderator:  Dr.  Ian  M.  Chesser. 

Panelists:  Robert  O.  Lesher,  L.L.B.,  Edward  H.  Bringhurst,  in- 
surance advisor;  Harry  Cavanagh,  L.L.B.,  trial  attorney. 
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Future  Medical  Meetings  and  Postgraduate  Education 

American  College  of  Surgeons 
January  21-23,  1963 

The  first  of  four  sectional  meetings  of  the  American  College  of  Surgeons  will 
be  held  in  Phoenix  January  21-23.  Dr.  MacDonald  Wood  heads  the  advisory 
committee  on  local  arrangements  for  the  Phoenix  meeting  at  the  Hotel  Westward 
Ho.  Following  is  the  scientific  program: 


Monday,  January  21: 

9:30  “How  I Do  It”  Clinic 
Presiding:  Stanley  R.  Friesen,  M.D.,  Kansas  City 
Preperitoneal  Herniorrhaphy 
Lloyd  M.  Nyhus,  M.D.,  Seattle 
Solitary  Thyroid  Nodule 

Allen  D.  McKenzie,  M.D.,  Vancouver,  British 
Columbia 

Tympanoplastic  Surgery 

Seymour  J.  Brockman,  M.D.,  Los  Angeles 
Correction  of  Undescended  Testes 
Robert  J.  Prentiss,  M.D.,  San  Diego 
Geriatric  Ophthalmic  Surgery 
John  C.  Long,  M.D.,  Denver 

10:30  Symposium:  Palliative  Management  of  Patients 
with  Malignant  Neoplasms 
Presiding:  William  P.  Longmire,  Jr.,  M.D., 

Los  Angeles. 

Value  of  Chemotherapy  (systemic,  infusion  or  per- 
fusion) 

Donald  B.  Rochlin,  M.D.,  Los  Angeles 
Some  Contraindications  to  Radiotherapy  in  the  Pallia- 
tion of  Cancer 

L.  Henry  Garland,  M.D.,  San  Francisco 
Palliative  Surgery 

Stanley  R.  Friesen,  M.D.,  Kansas  City 
Management  of  Pain 

Edwin  B.  Boldrey,  M.D.,  San  Francisco 

12:15  p.m.  Arizona  Chapter  Luncheon 

2:00  Symposium:  The  Treatment  of  the  Multiple 
Injured  Person  (I) 

Presiding:  Joseph  R.  Shaeffer,  M.D.,  San  Antonio 
Howard  E.  Snyder,  M.D.,  Winfield,  Kansas 
John  Raaf,  M.D.,  Portland 
Donald  L.  Paulson,  M.D.,  Dallas 
Walter  J.  Burdette,  M.D.,  Salt  Lake  City 

3:45  Symposium:  The  Treatment  of  the  Multiple 
Injured  Person  (II) 

Presiding:  Alfred  M.  Okelberry,  M.D.,  Salt  Lake  City 
James  J.  O’Neil,  M.D.,  Omaha 
Frank  W.  Masters,  M.D.,  Kansas  City 
Alfred  M.  Okelberry,  M.D.,  Salt  Lake  City 
William  L.  Valk,  M.D.,  Kansas  City 
Homer  E.  Smith,  M.D.,  Salt  Lake  City 

Tuesday,  January  22: 

9:00  Symposium:  Surgical  Complications  During 
Pregnancy 

Presiding:  George  E.  Judd,  M.D.,  Los  Angeles 
Carcinoma  of  the  Cervix 

Milton  L.  McCall,  M.D.,  Pittsburgh 
Neoplasms  of  the  Breast 

Ian  Macdonald,  M.D.,  Los  Angeles 
Plydronephrosis  of  Pregnancy 

Robert  G.  Weaver,  M.D.,  Salt  Lake  City 
Surgical  Procedures  During  Pregnancy 
Robert  S.  Sparkman,  M.D.,  Dallas 


10:30  Symposium:  The  Treatment  of  Burns 

Presiding:  Ivan  D.  Baronofsky,  M.D.,  San  Diego 
Carl  A.  Moyer,  M.D.,  St.  Louis 
Edwin  J.  Pulaski,  M.D.,  Washington 
James  Barrett  Brown,  M.D.,  St.  Louis 
Curtis  P.  Artz,  M.D.,  Jackson 

12:00  Fellowship  Luncheon 
Wednesday,  January  23: 

9:00  Presiding:  Merle  M.  Musselman,  M.D.,  Omaha 
Diagnosis  and  Treatment  of  Septic  Shock 
Edwin  J.  Pulaski,  M.D.,  Washington 
Hypothermia 

Henry  Swan,  M.D.,  Denver 
Present  Status  of  Tissue  Transplantation 
Victor  Richards,  M.D.,  San  Francisco 
Abdominal  Surgery  Without  Gastrointestinal  Suction 
Alex  Gerber,  M.D.,  Alhambra,  Calif. 

10:30  Panel:  Gastrointestinal  Bleeding  of  Unknown 
Etiology 

Moderator:  Lloyd  M.  Nyhus,  M.D.,  Seattle 
Panel:  Clarence  J.  Berne,  M.D.,  Los  Angeles 
Allan  D.  McKenzie,  M.D.,  Vancouver 
William  R.  Waddell,  M.D.,  Denver 

2:00  Panel:  Peritonitis 

Moderator:  J.  Engelbert  Dunphy,  M.D.,  Portland 
Panel:  J.  Garrott  Allen,  M.D.,  Palo  Alto 
Lucius  D.  Hill,  III,  M.D.,  Seattle 
Edgar  J.  Poth,  M.D.,  Galveston 

3:45  “How  I Do  It”  Clinic 
Presiding:  Max  R.  Gaspar,  M.D.,  Long  Beach 
Treatment  of  Cardiac  Arrest 

James  V.  Maloney,  M.D.,  Los  Angeles 
Tracheostomy 

Paul  C.  Samson,  M.D.,  Oakland 
Arteriography 

George  C.  Morris,  Jr.,  M.D.,  Houston 
Polyps  of  the  Colon 

Hyrum  R.  Reichman,  M.D.,  Salt  Lake  City 
Chronic  Relapsing  Pancreatitis 

Merlin  K.  DuVal,  Jr.,  M.D.,  Oklahoma  City 
Removal  of  Common  Duct  Stones 

William  P.  Longmire,  Jr.,  M.D.,  Los  Angeles 
Repair  of  Fingertip  Injuries 
John  H.  Ricker,  M.D.,  Phoenix 
Flexor  Tendon  Injuries 

James  N.  Wilson,  M.D.,  Los  Angeles 

Fellows  working  with  Dr.  Wood  on  the  committee 
for  Phoenix  are  Drs.  James  J.  Berens,  W.  Albert  Brewer, 
William  E.  Crisp,  Robert  H.  Cummings,  Willard  V. 
Ergenbright,  Douglas  W.  Frerichs,  John  Raymond  Green, 
Clare  W.  Johnson,  Howard  W.  Kimball,  Robert  B.  Leon- 
ard, Hyman  Lieber,  C.  Thomas  Read,  John  H.  Ricker, 
Oscar  W.  Thoeny,  and  Albert  G.  Wagner,  all  of  Phoe- 
nix; Drs.  Everett  W.  Czerny  and  Royal  W.  Rudolph, 
both  of  Tucson;  and  Dr.  George  L.  Hoffman,  Mesa. 
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Arizona  Medicine 


Future  Medical  Meetings  and  Postgraduate  Education 


Sixth  Cardiac  Symposium 
January  18-19,  1963 


Following  is  the  complete  program  for  the 
Sixth  Annual  Cardiac  Sympsoimn  sponsored  by 
the  Arizona  Heart  Association  and  the  Arizona 
Chapter  of  the  American  Academy  of  General 
Practice.  The  Symposium  is  approved  for  ten 
hours  credit  under  category  one  by  the  Arizona 
Chapter,  American  Academy  of  General  Prac- 
tice. It  will  be  held  at  the  Arizona  Biltmore  Ho- 
tel, Phoenix,  Arizona. 


Friday,  January  18: 


8:00  a. m. 
9:00 


9:15 


10:15 

10:35 


11:45 
2:00  p.m. 


4:00 

4:15 


Registration 

Greetings  by  Dr.  Harold  J.  Rowe 
President,  Arizona  Heart  Association 
Clinical  Aspects  of  Pulmonary 
Hypertension 

Dr.  Howard  B.  Burchell,  Rochester, 

Minnesota 

Intermission 

Pathologic  Studies  in  Pulmonary 
Hypertension 
Dr.  Jesse  E.  Edwards, 

St.  Paul,  Minnesota 
Luncheon  at  the  poolside. 

Clinical  Physiology  of  Pulmonary 
Hypertension 

Dr.  Alfred  P.  Fishman,  New  York  City 
Intermission 

Panel  discussion  of  current  cardio- 
vascular problems.  All  speakers  will 
participate. 

Moderators:  Dr.  Thomas  P.K.  Lim 
Dr.  Jesse  E.  Edwards 


Saturday,  January  19: 


8:30  a.m. 
9:00 


9:15 


10:05 

10:20 


11:10 


12:00  p.m. 
2:00 


2:50 


3:45 

4:00 


Registration 

Greeting  by  Dr.  Robert  H.  Bullington 
President-elect,  Arizona  Heart 
Association 

The  Bronchial  Circulation 

Dr.  Robert  H.  Goetz,  New  York  City 

Intermission 

Peripheral  Auscultation,  Diagnostic 
Dividends  in  Multiple  Syndromes 
Dr.  Howard  B.  Burchell 
The  Syndrome  of  Alveolar  Hypoven- 
tilation 

Dr.  Alfred  P.  Fishman 
Luncheon 

Pathologic  Considerations  in  the 

Differential  Diagnosis  of  Aortic 

Valvular  Insufficiency 

Dr.  Jesse  E.  Edwards 

The  Role  of  Valve  Replacement  in 

the  Treatment  of  Acquired  Heart 

Disease 

Dr.  Albert  Starr,  Portland,  Oregon 
Intermission 

Panel  Discussion  of  Current 
Cardiovascular  Problems. 

All  speakers  will  participate. 
Moderators:  Dr.  Joseph  E.  Ehrlich 
Dr.  Robert  Anderson 


HOME 

LOANS 

5 3/4% 

To  buy  a home  . . . 

Refinance  your  present 
one  . . . 

See  Lantz  & Co.  first 
for  your  home 
financing.  Chances  are 
you’ll  save  money  . . . 
get  faster  service,  too. 
Low-cost  monthly 
payment  home  loans 
for  as  much  as  $40,000 
with  terms  to  fit 
your  needs. 

Call  or  Stop  in 
TODAY 

your  home  loan 
, , can  be 

arranged  quickly. 

LANTZ 
& CO. 

655  N.  Scottsdale  Rd. 

SCOTTSDALE 

946-5371 
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THE  SIGNIFICANT  NEW  PHYSIOTONIC 


BRAND  OF  STANOZOLOL 


LABORATORIES 
New  York  18,  N.  Y. 


well  tolerated  oral 

anabolic 


BUILDS  confidence, 
alertness  and  sense 
of  well-being 


BUILDS 

BODY  TISSUE 


adult  dose:  1 tablet  t.i.d. 
Before  prescribing,  consult 
literature  for  additional  dosage 
information,  possible  side  effects 
and  contraindications. 


SUPPLIED:2  mg. tablets. Bottles  oflOO. 


With  WINSTROL,  patients  look  better. . .feel  stronger— because  they  are  stronger 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic)  for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  — capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

fHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N’ 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 


SQUIBB  DIVISION 


Clin 


Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 

•nd  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride  'raudixin'®,  'rautrax-®,  and'  naturetin-®  are  squibs  trademarks. 
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Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  to 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

& Spacious,  year  'round  outdoor  recreation  area 
& Heated  swimming  pool 

# Modern,  comfortable  rooms 


Up ,V7'  v,-. 

warn  m 


HKS8  gssf*ss 


. t ... 


• Open  medical  staff  • 91  bed  capacity 

• Ratio  of  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 


• Member  of: 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 


5055  North  34th  St 
AMherst  4-^ 


• Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


PHOENIX,  ARIZ 

OTTO  L.  BENDHEIM,  M.D.,  F.A.P.A.,  Medical  Dire 


RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 
WITH  NEW 


‘EMPRAZIL-C’ 

TABLETS 

ANTITUSSIVE  ■ DECONGESTANT  .ANALGESIC 


Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsalicylic  Acid) 200  mg. 

Caffeine 30  mg. 


Also  available 
without  codeine  as  @ % 

‘EMPRAZIL’i 

TABLETS 


^Warning— may  be  habit  forming. 
Complete  literature  available  on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC  TUCKAHOE,  W.Y. 
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lowers  motility  | relieves  cramping  | stops  diarrhea 


LOMOTI L Antidiarrheal  tablets  and  liquid 


(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 

Traditionally  the  most  effective  means  of 
slowing  excess  intestinal  motility  in  diarrhea 
and  so  of  relieving  the  disorder  have  been 
the  opium  derivatives.  Now  Lomotil  makes 
available  an  antidiarrheal  agent'  of  greater 
therapeutic  efficiency  than  morphine. 

By  controlling  hypermotility,  the  basic  me- 
chanical dysfunction  of  diarrhea,  Lomotil  re- 
duces the  frequency  and  fluidity  of  stools, 
diminishes  cramping  and  controls  diarrhea 
in  many  patients  in  whom  other  drugs  have 
proved  inadequate. 

In  a recent  clinical  report  Cayer  and  Sohmer2 
state:  “The  alleviation  of  symptoms  [with 
Lomotil]  was  usually  prompt,  occurring 
within  24  to  72  hours  even  in  the  long- 
standing chronic  cases.  ...  A surprisingly 
satisfactory  response  was  obtained  in  75  per 
cent  of  the  patients  with  regional  enteritis 
and  in  63  per  cent  of  those  with  ulcerative 
colitis,  all  of  whom  had  failed  to  respond  to 
other  measures.” 

The  high  therapeutic  efficiency  of  Lomotil,  its 
safety,  convenience  and  economy  may  be  used 
to  advantage  in  acute  or  chronic  diarrhea. 

g.d.  SEARLE  &CO.  Research  in 


Dosage:  For  adults  the  recommended  initial 
dosage  is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily. 

Lomotil  is  supplied  as  unscored,  uncoated 
white  tablets  of  2.5  mg.  and  as  liquid  contain- 
ing 2.5  mg.  in  each  5 cc.  A subtherapeutic 
amount  of  atropine  sulfate  (0.025  mg.)  is 
added  to  each  tablet  and  each  5 cc.  of  the 
liquid  to  discourage  deliberate  overdosage. 
Recommended  dosage  schedules  should  not 
be  exceeded. 

Note:  Lomotil  is  an  exempt  preparation  under 
Federal  narcotic  statutes. 

Detailed  information  and  directions  for  use 
in  children  and  adults  are  available  in  Physi- 
cians’ Product  Brochure  No.  81.  G.  D.  Searle 
& Co.,  P.  O.  Box  5110,  Chicago  80,  Illinois. 


1.  Janssen,  P.  A.  J.,  and  Jageneau,  A.  H.:  A New  Series 
of  Potent  Analgesics:  Dextro  2 : 2-Diphenyl-3-Methyl- 
4-Morpholino-Butyrylpyrrolidine  and  Related  Amides. 

I.  Chemical  Structure  and  Pharmacological  Activity, 

J.  Pharm.  Pharmacol.  9.381-400  (June)  1957. 

2.  Cayer,  D.,  and  Sohmer,  M.  F. : Long-Term  Clinical 
Studies  with  a New  Constipating  Drug,  Diphenoxylate 
Hydrochloride,  N.  Carolina  Med.  J.  22.600-604  (Dec.) 
1961. 

the  Service  of  Medicine 
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Arizona  Medicine 


For  peptic  ulcer 
gastric  hyperacidity 
and  gastritis... 

In  year-long  study  on 
peptic-ulcer  patients 

Nev v 

Creamalin 

Antacid  Tablets 

. . faster  in  onset 
of  action . . . and  for 
a longer  period”* 


“Clinical  studies  in  85  patients  with  duodenal  ulcer 
...confirmed  the  superiority  of  the  new  preparation 
[new  Creamalin]  over  standard  aluminum  hydroxide 
preparations,  in  that  prompt  relief  was  achieved  and 
maintained  throughout  the  period  of  observation.”* 

Patients  were  followed  for  about  one  year. 

New  Creamalin  promotes  ulcer  healing,  permits  less 
frequent  feedings  because  it  is  so  long-acting.  Heart- 
burn and  epigastric  distress  were  “. . . easily  and 

adequately  controlled ”*  New  Creamalin  has  the 

therapeutic  advantage  of  a liquid  antacid  with  the 
convenience  of  a palatable  tablet.  It  does  not  cause 
constipation. 

Each  new  Creamalin  tablet  contains  320  mg.  of  spe- 
cially processed  highly  reactive  dried  aluminum  gel 
(stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  offer  a vastly  increased 
surface  area. 

Dosage:  Gastric  hyperacidity— from  2 to  4 tablets  as  needed. 
Peptic  ulcer  or  gastritis— from  2 to  4 tablets  every  two  to  four 
hours.  How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

Now  also  available— New  Creamalin  Improved  Formula  Liquid. 
Pleasant  mint  flavor — creamy  pink  color.  Stabilized  reactive 
aluminum  and  magnesium  hydroxide  gel  (1  teaspoon  equals 
1 tablet).  Bottles  of  8 and  16  fl.  oz. 

Creamalin,  trademark  reg.  U.S.  Pat.  Off. 

*Schwartz,  I.  R.: 

Current  Therap.  Res.  3:29,  Feb.,  1961. 
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BUTLER  S REST  HOME 


• Bed  Patients  and  Chronics 

• Television  9 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


CAN  YOU  GUARANTEE  THAT  YOU  WON’T 
BE  INVOLVED  IN  AN  ACCIDENT  TONIGHT? 

Of  course  not. 

But  WE  GUARANTEE  that  if  you  are  ever 
disabled  through  accident  or  sickness, 
we’ll  PAY  YOU  EACH  MONTH.  Wise  phy- 
sicians and  dentists  are  protecting  them- 
selves against  “Loss  of  Time”  with  us. 

For  full  details,  without  obligation,  send 
the  coupon  below  — TODAY! 

PHYSICIANS  MUTUAL  INSURANCE  COMPANY 

formerly 

Physicians  Casualty  and  Health  Associations 

“The  Doctors  Company” 

Insuring  Physicians  & Dentists  for  60  years. 

Physicians  Mutual  Insurance  Company 
115  So.  42nd  Street 
Omaha  31 , Nebraska 

Please  send  me  details  on  your  insurance  protection 
plans. 

NAME AGE 

ADDRESS 

CITY STATE 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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Arizona  Medicine 


Laboratories 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


Medical  Center  X-^ay  and  Clinical  laboratory 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

ProffeMional  X-lZay  and  Clinical  laboratory 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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HILLCREST  MEDICAL  CENTER 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Established  1921 

Third  Avenue  & Adams  St.  Tucson,  Arizona 


Phone  MA  3-7591 


Lute's  Scottsdale  Pharmacy 


For 

PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


• General  Medical 

• Orthopedic  ® Medical  Doctor 

• Post-Operative  of  Your  Choice 

• Acute  or  Chronic 

• Convalescent  • Non-Sectarian 

• Geriatric 

Member  American  Hospital  Association 

Admittance  by  Doctors  of  Medicine  Only 
Katharine  C.  Schmid  Charles  H.  Schmid 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  ■ Wickenburg 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses'  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 
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CLASSIFIED 


POST-EZE  SYSTEMS  ARE  f| 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE- PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

$ POST  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 

ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 


CALL  FOR  TRAINED  REPRESENTATIVE 


PRINTING  - LITHOGRAPHY  - ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAm  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


GP  leaving  for  residency.  Desires  to  lease  or 
sell  office  and  equipment.  Practice  grossing 
$60,000  annually.  Excellent  hospital  facilities. 
Call  SUnset  2-2565,  Yuma,  Arizona. 


EENT  Physician,  49,  Board  eligible  Ophthal- 
mology, seeks  association  with  older  Physician 
or  purchase  of  established  practice  or  location. 
Reply  Box  63-1-1,  Arizona  Medicine. 

One  Suite  Now  Available 

MEDICAL  ARTS  CENTER 

24-30  North  Hibbert  Street 
Mesa,  Arizona 

Private  Parking 
Near  Hospital 

Contact  A.  E.  Muccilli,  M.D. 
WOodland  4-1161 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
lation  of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 

OPEN  STAFF  to  members  of  the  Arizona  Medical 
\ssociation. 

POLLEN  FREE  REFRIGERATED  AIR 
CONDITIONING  FOR  YEAR  ROUND  COMFORT 

Ike  Jtahklin 
Hospital 

Hospital  License  No.  71 
Registered  A.M.A. 

Member  A.H.A. 

•367  No.  21st  Avenue 
PHOENIX,  ARIZONA 

Phone  - Day  or  Night  - AL  3-4751 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 
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Physicians’  Directory 


ALLERGY 

E.  G.  BARNET,  M.D. 

Diplomate,  American  Board  of  Otolaryngology 
Fellow,  American  College  of  Allergists 
Fellow,  American  Society  of  Ophthalmologic 
and  Otolaryngologic  Allergy 

EENT  Allergy  Including  Repository  Therapy 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D.. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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RADIOLOGY 

R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomare  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 


1130  E.  McDowell  Rd. 
Phoenix,  Arizona 
ALpine  8-1601 


540  Wells  Fargo 
Scottsdale,  Arizona 
WHitney  5-3959 


Directory 

SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  MA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRes-twood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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When  treatment  for 


is  indicated 


\M. 

tablets 


ANDROGEN-  THYROID  -COMBINATION 


in  two  convenient  dosage  forms 


ANDROID 

Each  yellow  tablet  contains: 


Methyl  Testosterone 2.5  mg. 

Thyroid  Ext.  (1/6  gr.) 10  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


ANDROID -H.P. 

(High  Potency) 

Each  orange  tablet  contains: 


Methyl  Testosterone 5 mg. 

Thyroid  Ext.  (1/2  gr.) 30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCI  10  mg. 


Indications:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing-  without  prescription. 


1.  Methyl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

the  brown  pharmaceutical  company 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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A TRULY  SCIENTIFIC 

APPROACH  TO  COUGH  THERAPY 

SINGLE-ENTITY,  NON-NARCOTIC 

NOVRAE 

> 

(levopropoxyphene,  Lilly)  (as  the  napsylate) 

EFFECTIVELY  CONTROLS  USELESS  COUGH  WITHOUT  ADDED  OPIATES 

This  is  a reminder  advertisement.  For  adequate  information  for  use,  please  consult 

manufacturer’s  literature.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

345517 

in  severe  respiratory  infections 
refractory  to  other  measures.. 


CHLOROMYCETIN 


(chloramphenicol,  Parke-Davis) 


for  established 
clinical  efficacy  against 
susceptible  organisms 


In  Friedlander's  Pneumonia3-13 

Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

In  Hemophilus  Influenzae  Pneumonia3,4,13,14 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

In  Staphylococcal  Pneumonia1'8,13 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

In  Acute  Epiglottitis4,10'11 

This  condition  is  most  often  caused  by  H.  influenzae , most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

In  Pneumonias  Due  to  Gram-negative  Bacilli9 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum,  and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

In  Staphylococcal  Empyema12 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  A/I.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  AA.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  $.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M„  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Calvy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H.,  Ill,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  GP  17:77  (March)  1958.  (14)  Gaisford,  W..-  Brit.  M.  J. 
1:230,1959. 


PARKE-DAVIS 


PARKE.  DAVIS  S COMPANY.  Detroit  12.  MtcMgen 


Colds  haven’t  changed- 
but  relief  has 

with  nTz  NASAL  SPRAY 


nTz  Nasal  Spray  gives  on-the-spot 
relief  for  stopped-up  noses  instantly. 
Recommended  by  doctors  for  10  years, 
it  provides  not  one,  but  three  powerful 
ways  to  fast  relief. 

In  a carefully  balanced  formula, 
nTz  contains: 

Neo-Synephrine®  HCI  to  shrink 
swollen  nasal  tissues  and 
provide  enough  space  for  breathing 

Thenfadil®  HCI  to  work  against  any 
local  allergic  factor 
Zephiran®  Cl  to  speed  the  formula 
through  all  the  nasal  passages. 
nTz  Nasal  Spray  won’t  sting, 
won’t  irritate.  Good  for  stopped-up 
noses  caused  by  allergy 
and  for  sinusitis,  too.  Best  used 
twice  within  five  minutes. 

nTz  supplied  in  leakproof, 
pocket-size  squeeze  bottles 
and  in  bottles  with  dropper. 

Sold  only  in  drugstores. 


Winthrop  Laboratories, 
New  York  18,  N.Y. 


1/jffnfhrap 


NTz,  Neo-Synephrine  (brand  of  phenylephrine), 
Thenfadil  (brand  of  thenyldiam-ine)  and  Zephiran 
(brand  of  benzalkonium,  as  chloride,  refined), 
trademarks  reg.  U.  S.  Pat.  Off. 
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Conclusions  of  Nationwide  Survey:  Report  I 


lv*  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 

Overall  results  showed  a higher  percentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  H.  influenzae  from  unspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  to  Tao.3,4  The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 
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Report  II 


Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tract.2 


TETRACYCLINE 


Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.! 
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Capsules  • Ready-Mixed  Oral  Suspension  • 

Pediatric  Drops  • Parenteral  (as  oleandomycin  phosphate) 


in  geriatric  constipation 

METAMUCIL 

adds  tone  to  the  atonic  colon 

Metamucil,  refined  hydrophilic  mucilloid,  is  especially 
suited  to  correct  the  kind  of  constipation  most  fre- 
quently encountered  in  elderly  patients. 

Metamucil  adds  soft  bulk  to  the  often  inadequate 
diets  of  older  persons  and  supplies  the  gentle  intra- 
colonic pressure  needed  to  induce  normal  peristaltic 
action. 


METAMUCIL 

brand  of  psyllium  hydrophilic  mucilloid 

e.  d.SEARLE  & co. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


This  true  physiologic  stimulus  increases  muscle  tone, 
encourages  normal  reflex  activity  and  helps  reestablish 
the  natural  rhythmic  function  of  the  bowel.  Only  a soft 
bulk  stimulus  like  Metamucil  offers  such  natural  en- 
couragement to  normal  evacuation. 

Metamucil  is  available  as  Metamucil  powder  in  4, 
8 and  16  oz.  containers  and  as  lemon-flavored  Instant 
Mix  Metamucil  in  cartons  containing  16  and  30 
single-dose  packets. 
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Relieves  Anxiety  and  Anxious  Depression 

The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression-the  type  of 
depression  in  which  either  tension  or  nervousness  01  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltowrr 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  meprotabs®  - 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  meprospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


Clinically  proven 
in  over  750 
published  studies 

Acts  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 
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“cleared  head-able  to  breathe  through  nose”  . or  how  another  happy  patient  describes  the  nasal 
decongestant  action  of  Dimetapp  Extentabs  * How  would  your  patients  describe  it?/ln  Sinusitis, 
Colds,  U.  R.  I.,  up  to  10-12  hours’  clear  breathing  on  one  tablet  (containing  Dimetane®  [brom- 
pheniramine maleate],  12.0  mg.;  phenylephrine  HCI,  15.0  mg.;  phenylpropanolamine  HCI,  15.0 
mg.). /Also  available:  Dimetapp  Elixir,  for  t. i.d.  or  q.i.d.  dosage.  Qif||gf{|p|j  ExtCfltSllS 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  V A. 

*Clinical  report  on  tile,  Medical  Dept.,  A.  H.  Robins  Co.,  Inc. 


A new,  chemically  different,  skeletal  muscle  relaxant  from  Robins: 


**n<1  Of  Metaxalone*' 

'^'hylphcnoxy^' 

ltjAn^'®xazolidinone  hjt>it5 

SeUgj’ federal  law  PT°iotio<' 
n6  without  prescr'P^.frf 
*U.S  Pale"1 


SO 

tabuts 


^ELAX® 


Skelaxin 


brand  of  metaxali 


for  prompt 


relief  of 


spasm 


in 

acute 

sprains  and 
strains 


Because  it  acts  so  promptly,  often  within  a few  hours, 
Skelaxin  is  specifically  recommended  for  the  first  treatment 
of  acute  muscle  spasm  associated  with  sprains  and  strains, 
fractures,  dislocations,  and  other  acute  conditions.  Results 
of  clinical  tests  are  impressive.  In  595  patients  with  acute 
disorders,  a favorable  clinical  response  was  observed  in 
507,  or  85%. 

For  some  of  these  patients,  the  onset  of  relief  from  pain 
was  exceptionally  prompt.  Also,  the  average  recovery  time 
of  good-or-excellent-response  patients  (among  those  whose 
recovery  time  was  noted)  was  just  over  three  days. 

How  Skelaxin  works . . . 

Metaxalone  has  been  studied  pharmacologically  since 
1958.  Clinical  trials  began  about  a year  later.  These  inves- 
tigations indicate  that  Skelaxin  blocks  reflex  spasm  and 
spasticity  by  suppressing  nerve  impulses  in  polysynaptic 
pathways,  primarily  in  the  spinal  cord  and  to  a lesser  degree 
at  supraspinal  levels.  It  helps  restore  normal  muscle  tone 
without  altering  posture  or  gait  and  without  producing  sed- 
ative, hypnotic,  or  tranquilizing  side  effects. 


For  your  prescription . . . 

Robins’  metaxalone  is  available  in  400-mg.  tablets,  in  bot- 
tles of  50  and  500  tablets. 


Skelaxin 


metaxalone,  400  mg.  per  tablet 


A.  H.  Robins  Company,  Inc.,  Richmond,  Va. 


prescribing  information: 

dosage:  For  Skelaxin,  two  tablets  t.i.d.  or  q.i.d. 
for  not  longer  than  10  days.  Dosage  for  children 
(6  to  12  years)  should  be  adjusted  according  to 
body  weight. 

side  effects:  In  1502  patients  given  daily  doses  of 
Skelaxin  ranging  from  1200  to  9600  mg.,  10.5% 
experienced  side  effects.  These  were  generally 
mild,  with  nausea  or  gastrointestinal  upset  being 
most  frequent.  Only  0.5%  experienced  vomiting 
attributable  to  the  drug,  however.  Other  effects 
infrequently  noted  were  drowsiness,  dizziness, 
headache,  nervousness  or  “irritability,”  and  a 
hypersensitivity  reaction  of  light  rash.  All  cleared 
promptly  upon  withdrawal  of  the  drug. 

precautions:  Variations  in  white  cell  count  and 
hemoglobin  levels  have  been  reported  in  a few 
patients.  Therefore  Skelaxin  therapy  for  more 
than  10  days  is  not  recommended.  A drug  rela- 
tionship was  indicated  in  one  of  four  cases  of 
leukopenia  reported  in  360  Skelaxin-treated 
patients.  In  all  cases  followed-up,  the  WBC  re- 
turned to  normal  after  discontinuance  of  Skelaxin. 

One  instance  of  hemoglobin  depression  (less  than 
10  Gm.)  which  may  have  been  drug-related  was 
reported,  in  306  patients;  a return  to  an  essen- 
tially normal  level  followed  the  discontinuance  of 
medication. 

One  case  of  jaundice  has  been  reported.  Elevation 
of  cephalin  flocculation  tests  in  several  instances 
were  not  paralleled  by  changes  in  other  liver  func- 
tion parameters.  Urinalyses  in  280  patients  were 
essentially  normal;  false  positive  Benedict’s  tests, 
due  to  an  unknown  reducing  substance  in  the 
urine,  were  reported  in  9 patients, 
contraindications:  Do  not  administer  to  patients 
with  known  tendency  to  drug-induced  anemia,  or 
give  to  them  only  under  careful  supervision.  Not 
recommended  ■ ■ 

for  use  during  B 

pregnancy.  |\ | | § 


WOMAN’S  AUXILIARY  TO  THE  ARIZONA  MEDICAL 
ASSOCIATION  - 1962-63  Board  Members 

President  Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Ave.,  Safford,  Arizona 

President-Elect  Mrs.  Clare  W.  Johnson  (Mary  Ann) 

318  West  Lawrence  Road,  Phoenix  13,  Arizona 

1st  Vice  President Mrs.  Max  Costin 

(Organization  and  Membership  Chairman) 

2648  E.  Fourth  Street,  Tucson,  Arizona 

2nd  Vice  President  Mrs.  Thomas  Rowley  (Barbara) 

(Program  Chairman) 

114  South  Miller  Street,  Mesa,  Arizona 

Treasurer  Mrs.  Joseph  L.  Bonnet  (Lorene) 

415  E.  Ocotillo  Rcl.,  Phoenix  12,  Arizona 

Recording  Secretary  Mrs.  Richard  B.  Johns  (Ruth) 

508  W.  Rose  Lane,  Phoenix,  Arizona 

Corresponding  Secretary Mrs.  Thomas  W.  Jensen  (Lois) 

Box  352,  Salford,  Arizona 

Director  (1  year)  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Director  (1  year)  Mrs.  John  F.  Stanley  (Marian) 

1660  El  Paseo  Real,  Yuma,  Arizona 

Director  (2  years) Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  East  Eighth  Street,  Tucson,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1962-63 

American  Medical  Education  Fund..  Mrs.  C.  Selby  Mills  (Vivian) 
1844  E.  Keim  Dr.,  Phoenix  16,  Arizona 


Bulletin  Mrs.  Elvie  B.  Jolley  (Mira) 

Box  919,  Bisbee,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  Hermann  S.  Rhu,  Jr.  (Ruth) 

2138  East  Juanita,  Tucson,  Arizona 

Community  Service  Mrs.  Robert  S.  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Convention  Chairman:  Mrs.  Boris  Zemsky  (Zora) 

Rt.  8,  Box  837,  Tucson,  Arizona 


Co-Chairman:  Mrs.  Seymour  I.  Shapiro  (Arline) 
5433  E.  Eighth,  Tucson,  Arizona 

Civil  Defense  Mrs.  Ellis  Browning  (Olive) 

2200  16th  Place,  Yuma,  Arizona 

Finance  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 

Health  Careers Mrs.  Mayer  Hyman  (Betty) 

4776  East  Calle  Chueca,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Mental  Health Mrs.  William  E.  Bishop  (Marion) 

211  S.  3rd  Street,  Globe,  Arizona 

Nominating  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

99  West  Northview,  Phoenix,  Arizona 


Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

Safety  Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Student  Nurse  Loan  Fund.  Mrs.  Howard  M.  Purcell,  Jr.  (Pauline) 
100  E.  Ocotillo  Road,  Phoenix,  Arizona 


COUNTY  PRESIDENTS  - 1962-63 

Coconino  County  Mrs.  J.  Garland  Wood,  Jr.  (Mel) 

1215  North  Beaver  Street,  Flagstaff,  Arizona 

Gila  County  Mrs.  Ellis  L.  Pollock  (Elsie) 

Box  1745,  Miami,  Arizona 

Maricopa  County  Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  Street,  Phoenix  16,  Arizona 

Pima  County Mrs.  Juan  E.  Fonseca  (Virginia) 

Rt.  2,  Box  741,  Tucson,  Arizona 

Y’avapai  County Mrs.  Albert  O.  Daniels  (Jean) 

Box  1311,  Prescott,  Arizona 

Yuma  County Mrs.  Paul  J.  Slosser  (Betty) 

701  8th  Avenue,  Yuma,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UN1DOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Eduardo  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mexico 

President-Elect  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Vice-President  Dr.  Carlos  Tapia 

Hermosillo,  Mexico 

Secretary  for  the  United  States Dr.  Charles  Kalil 

200  East  Monterey  Way,  Phoenix,  Arizona 

Secretary  for  Mexico  Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States  Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico  Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 


Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 

Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 
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asthma  attack  averted 

...  in  minutes 


patient  protected 
. . . for  hours 


(the  dual-action  anti-asthmatic  tablet) 

. . . works  with  nebulizer  speed— provides  four-hour  protection 

One  Nephenalin  tablet  provides:  air  in  a hurry — through  sublingual  isoproterenol  HC1,  10  mg. 
air  for  hours — through  theophylline,  2 gr.;  ephedrine,  % gr.;  phenobarbital,  Vs  gr. 

Dosage:  Hold  one  Nephenalin  tablet  under  the  tongue  for  five  minutes  to  abort  the  asthmatic 
attack  promptly.  Then  swallow  the  tablet  core  for  four  full  hours’  protection  against  further 
attack.  Only  one  tablet  should  be  taken  every  four  hours.  No  more  than  five  tablets  in  24  hours. 
Supplied:  Bottles  of  50  tablets.  For  children:  Nephenalin  Pediatric,  bottles  of  50  tablets. 

Caution:  Do  not  administer  Nephenalin  with  epinephrine.  The  two  medications  may  be  alter- 
nated at  4-hour  intervals.  Nephenalin  should  be  administered  with  caution  to  patients  with 
hyperthyroidism,  acute  coronary  disease,  cardiac  asthma,  limited  cardiac  reserve,  acute  myo- 
cardial damage,  and  to  those  hypersensitive  to  sympathomimetic  amines.  Phenobarbital  may  be 
habit  forming.  Thos.  Leeming  & Co.,  Inc.,  New  York  17,  N.Y. 
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all  things  considered 

in  bronchitis — Considering  the  pattern  of  mixed  bacteria,  localized  or  diffuse 
involvement,  potential  underlying  disease,  and  the  need  to  allay  symptoms  and  ease 
respiratory/cardiac  function ...  physicians  often  include  DECLOMYCIN  demethylchlor- 
tetracycline  in  the  course  of  therapy. 


DECLOMYCIN  produces  activity  levels  higher  than  those  of  other  tetracyclines ...  at  lower 
dosage . . . and  maintains  them  during  the  entire  course  of  treatment  without  significant 
fluctuation. 

This  activity  is  prolonged  24  to  48  hours  after  the  last  dose,  helping  to  protect  against  relapse. 


the 

decision 
is  for 


Over  the  wide  range  of  everyday  infections — respiratory,  urinary  and  most  others— in  the 
young  and  the  aged— the  acutely  or  chronically  afflicted— DECLOMYCIN  provides  the 
“extra  dimension”  in  broad  spectrum  control. 

For  adults:  Capsules,  150  mg.  and  75  mg.  For  children:  cherry-flavored  Pediatric  Drops,  60  mg./cc.,  and  cherry-flavored 
Syrup,  75  mg./5  cc.  Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your 
Lederle  representative,  or  write  to  Medical  Advisory  Department. 


E CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Peari  River,  N.  Y. 


Occupational  therapist  guides  patient  in  newly  acquired 
hobby  of  making  artificial  flowers.  All  patients  at  Camelback  Hospita 
are  encouraged  to  participate  in  constructive  bobbies  as  another  integral 
part  of  their  rehabilitation  program,  according  to  doctor’s  instructions. 
Hobbies  may  be  pursued  outdoors  in  the  scenic  recreation  area 

or  in  the  special  hobby  workshop  in  the  hospita. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 


disorders,  including  alcoholism. 

o 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
}F  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


uamemacK  nup 

5055  North  34th  St 
AMherst  4-L 
PHOENIX,  ARIZ 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHI 

A Non-Profit  Corpor 
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Bockus  - Gastroenterology 

Volume  I — Just  Published! 

New  (2nd)  Edition!  The  first  volume  of  this 
highly  respected  3-volume  work  has  been  com- 
pletely revised.  The  entire  set  of  books  will  cover 
every  known  disease  and  condition  of  the  gastro- 
intestinal tract  and  associated  organs.  The  author 
emphasizes  a sound  clinical  approach  to  each 
problem,  and  carefully  explains  the  causes  and 
mechanisms  responsible  for  each  complaint. 
Volume  1 incorporates  all  important  advances  in 
therapy  for  diseases  of  the  esophagus  and  stom- 
ach. New  chapters  are  included  on  topics  such  as: 
Oral  Manifestations  of  Internal  Disease;  Tests 
Employed  in  the  Study  of  Esophageal  F unction 
and  Disease.  More  than  150  pages  are  devoted  to 
modern  methods  of  diagnosis  and  management  of 
peptic  ulcer,  with  special  emphasis  on  complica- 
tions. A particularly  significant  new  section  shows 
endoscopic  views  of  the  esophagus  and  stomach, 
in  magnificent  color. 

By  Henry  L.  Bockus,  M.D.,  Emeritus  Professor  of  Medicine, 
University  of  Pennsylvania  Graduate  School  of  Medicine.  With 
Contributions  by  31  Former  and  Present  Associates  of  the  Uni- 
versity of  Pennsylvania  Schools  of  Medicine.  Three  Volumes 
totalling  about  3000  pages,  7"xl0",  about  600  illustrations,  some 
in  color.  Volume  1.  Esophagus  and  Stomach.  958  pages,  298 
illustrations,  $25.00,  Just  Published.  Volume  II.  ready  August, 
1963.  Volume  111,  ready  January,  1964.  New  (2nd)  Edition! 

Meares  — Management  of 
the  Anxious  Patient 

New ! Here  is  a clearly  written  guide  giving  you 
specific  instructions  on  managing  patients  suffer- 
ing from  anxiety  or  from  disorders  that  may  be 
based  on  emotional  conflict  or  stress.  Dr.  Meares 
describes  and  explains  the  steps  he  uses  in  ther- 
apy. In  a personal,  informal  presentation,  devoid 
of  esoteric  jargon,  the  author  tells  you  from  what 
sources  anxiety  may  spring.  He  shows  you  how 
anxiety  can  often  be  resolved  without  digging 
into  your  patient’s  past  for  childhood  or  infantile 
conflicts.  He  tells  you  how  to  conduct  the  inter- 
view—how  to  elicit  evidence  of  conflict- — how  to 
conduct  the  physical  examination — how  to  use 
suggestion,  drugs,  etc. — hoiv  to  avoid  common 
treatment  errors.  Dr.  Meares  describes  the  symp- 
toms of  anxiety  as  they  appear  in  each  body 
system.  He  also  shows  you  how  to  manage  anxiety 
in  obstetrics,  pediatrics  and  surgery. 


1963 
Current  Therapy 

Here  are  the  surest,  most  effective  treatments 
known  to  medical  science  today  for  every  disease 
you  are  likely  to  encounter.  New  and  important 
changes  in  treatment  for  hundreds  of  diseases 
are  detailed — diseases  you  may  well  be  called  on 
to  treat  within  the  year.  Each  is  written  specifi- 
cally for  1963  Current  Therapy  by  an  authority 
who  is  using  it  today. 

This  volume  represents  an  extensive  revision. 
Nearly  70%  of  the  articles  are  changed  in  a 
significant  manner.  Among  the  197  rewritten 
and  revised  articles  you'll  find:  Newer  penicil- 
lins in  the  treatment  of  meningitis — Treatment 
of  whooping  cough  in  the  young  infant — Con- 
trol of  antibiotic-resistant  staphylococci — Newer 
knowledge  of  oral  iron  therapy — Latest  infor- 
mation on  treatment  of  hepatitis — Newest  advice 
on  treatment  of  adrenal  insufficiency — Action  of 
sterols  ( Vitamin  D and  related  agents) — Man- 
agement of  conditions  causing  enuresis — Rela- 
tionship of  hyperparathyroidism  to  urinary 
calculi- — Milk-alkali  (Burnett’s)  syndrome — 
Steroid  spray  in  nickel  dermatitis  — Elevated 
shoulder  syndrome  as  a cause  of  headache — En- 
zymes in  management  of  postphlebitic  syndrome 
— Treatment  of  coma  with  analeptic  drugs. 

By  306  Eminent  Authorities  Selected  by  a Special  Board  of 
Consultants.  Edited  by  Howard  F.  Conn,  M.D.  About  864 
pages,  8"x10V2".  About  $13.00.  New  — Just  Ready! 


By  Ainslie  Meares,  M.D.,  D.P.M.,  Author  of  The  Medical  In- 
terview, A System  of  Medical  Hypnosis.  The  Door  of  Serenity. 
Shapes  of  Sanity,  Marriage  and  Personality , Hypnography,  and 
The  Introvert.  About  496  pages,  6"x9V4".  About  $9.00. 

New — Just  Ready! 


Order  from  W.  B.  SAUNDERS  COMPANY  Philadelphia  5 

Please  send  me  the  following  books  and  bill  me:  □ Easy  Pay  Plan  ($5  per  mo. ) 

□ 1963  Current  Therapy,  about  $13.00 

□ Bockus’  Gastroenterology,  Volume  I,  $25.00 
□ Send  Volumes  II  and  III  when  ready 

□ Meares’  Management  of  the  Anxious  Patient,  about  $9.00 

Name 

SJG-2-63  Address 
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RELIEVE  THE  COLD 
SUPPRESS  THE  COUGH 

WITH  NEW 

‘EMPRAZIL-C1 

TABLETS 

ANTITUSSIVE-  DECONGESTANT- ANALGESIC 


Each  tablet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 

‘Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Acetophenetidin  150  mg. 

Aspirin  (Acetylsal icyl ic  Acid) 200  mg. 

Caffeine 30  mg. 

♦Warning— may  be  habit  forming. 

Complete  literature  available  on  request. 


i 

i 

i 

« 

Also  available 
without  codeine  as  @ \ 

'EMPRAZIL’j 

TABLETS 

1 

« 

I 

I 

I 

I 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  IAIC.,  tuckahoe,  ini.y. 
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= Toot!  We  have  a nice  little  bargain,  too... 


Accustomed  as  we  are  to  talking  about  purity, 
potency,  stability,  things  like  that,  we  thought 
you  might  like  to  know  that  mothers  can  make 
a nice  saving  on  Vi-Daylin  Chewables  for  the 
next  few  weeks.  Nothing  complicated.  She 
buys  a bottle  of  100  at  the  regular  price.  She 
gets  a bottle  of  30  free.  Big  deal?  Well,  not  a 
bad  one.  It  means  she’sgetting  her  Vi-Daylin  for 
less  than  3^  per  daily  dose  per  child. 

You  might  find  some  vitamins  some- 
where that  would  cost  even  less. 

But  will  the  youngsters  take  them? 

Vi-Daylin— Vitamins  A,  D,  Bi,  B2,  B6,  B12,  C, 

and  Nicotinamide,  Abbott  301079 


CHEWftSLE 


TASTES  LIKE  CITRUS  CANDY 


ese  Chewables  Taste  as  Good  as  They  Look 

(AND  THEY’RE  SUGAR-FREE,  THANKS  TO  SUCARYL®) 


, V'.N' 
. : 


SUCARYL— Abbott’s  Non-Caloric  Sweetener. 

VI-DAYLIN— Vitamins  A,  D,  B,,  B2,  B0,  B12,  C,  and  Nicotinamide,  Abbott. 


First  cousin  to  an  orange.  Next  door  neighbor 
to  a lemon  — that’s  new  Vi-Daylin®  Chew- 
able  with  Entrapped  Flavor. 

They  look  like  footballs  and  smell  like 
candy  and  you’ve  never  tasted  a chewable 
vitamin  quite  like  them.  What  surprises  you 
is  not  so  much  what  you  taste  as  what  you 
don't  taste.  Vitamins.  They  simply  don’t 
come  through  — either  in  taste  or 
aftertaste.  Even  the  riboflavin 
is  trapped  and  civilized. 


Our  dual  coating  process  does  it  — seals 
the  raw  vitamin  tastes,  protects  the  delicate 
flavoring  agents.  Releases  the  sweet  citrus 
flavor  in  the  mouth,  the  vitamins  in  the  g-i 
tract.  With  both  vitamins  and  flavors  en- 
trapped, there’s  just  no  chance  of  the  tablets 
turning  musty  in  the  bottle.  . 

Rational  formula.  And  sweet-  i 
ened  with  sugar-free  Sucaryl. 

If  they  look  good  to  you,  imagine 
what  youngsters  will  think. 


MINIVER 


ABBOTT 


Arizona  Medical  Association  Reports 


LEGISLATIVE  COMMITTEE 
December  2,  1962 

The  Legislative  Committee  met  December  2,  1962 
in  Scottsdale,  Arizona. 

Present: 

Membership: 

Dr.  Ben  P.  Frissell,  chairman 

Dr.  John  S.  Carlson 

Dr.  Jesse  D.  Hamer,  co-chairman 

Dr.  Charles  E.  Henderson,  secretary 

Dr.  Paul  B.  Jarrett 

Dr.  W.  Shaw  McDaniel 

Dr.  James  E.  O’Hare 

Dr.  William  B.  Steen,  president-elect 

Dr.  George  C.  Truman 

Dr.  Clarence  E.  Yount,  Jr.,  president 

Advisory  Membership: 

Dr.  Walter  Brazie 
Dr.  Jack  E.  Brooks 
Dr.  Bruce  N.  Curtis 
Dr.  Albert  O.  Daniels 
Dr.  Clarence  H.  Kuhlman 
Dr.  Leo  L.  Lewis 
Dr.  DeArmond  Lindes 
Dr.  Zenas  B.  Noon 
Dr.  Abe  I.  Podolsky 
Dr.  Glen  H.  Walker 

Guest: 

Dr.  Lloyd  M.  Farner,  Commissioner 
Arizona  State  Department  of  Health 

Staff: 

Mr.  Robert  Carpenter,  executive  secretary 
Mr.  Paul  R.  Boykin,  assistant  executive  secretary 
Mr.  Joseph  A.  Ledwidge,  executive  assistant 

Arizona  State  Department  of  Health 

On  invitation,  Dr.  Lloyd  M.  Farner,  Commissioner 
of  the  Arizona  State  Department  of  Health,  presented 
the  department’s  proposed  legislative  program  for  the 
forthcoming  first  regular  session  of  the  26th  Arizona 
State  Legislature.  He  said  that  the  program  had  been 
discussed  with  the  county  health  department  groups 
and  had  the  approval  of  the  State  Board  of  Health. 

Dr.  Farner  further  stated  that  the  budgetary  require- 
ments would  include  the  employment  of  two  additional 
physicians  (doctors  of  medicine)  in  the  communicable 
diseases  and  mental  health  sections  of  the  department, 
and  would  provide  for  a medical  director  and  assistant 
(doctors  of  medicine)  associate  with  the  Arizona  Tuber- 
culosis Sanitorium. 

Vital  statistics  statutes  were  discussed.  It  was  sug- 
gested that  the  Industrial  Commission  be  required  to 
report  health  statistics  dealing  with  the  Indian  popula- 


tion, and  that  they  be  made  readily  available  through 
the  cooperation  of  the  USPHS  and  State  Health  De- 
partment, and  that  the  follow-up  relating  to  tubercu- 
losis and  venereal  disease  control  be  improved. 

It  was  pointed  out  that  the  State  Health  Department 
has  no  jurisdiction  on  the  Indian  population  on  reser- 
vations. 

Further  consideration  will  be  given  to  these  pro- 
posed health  measures  when  they  are  received  in  final 
form.  The  committee’s  recommendations  will  be  sub- 
mitted to  the  Board  of  Directors. 

Legal  Fees  and  Services 

Study  Subcommittee  Report 

In  line  with  directive  of  the  Legislative  Committee, 
Dr.  W.  Shaw  McDaniel,  chairman;  Dr.  Jesse  D.  Hamer; 
and  Dr.  Paul  B.  Jarrett,  comprising  the  membership 
of  the  Subcommittee  for  the  Study  of  Legal  Fees  and 
Services,  met  with  Dr.  Charles  E.  Henderson,  secre- 
tary, on  October  29,  1962.  A unanimous  report  was 
filed  setting  forth  their  deliberations  with  the  following 
conclusions  and  recommendations: 

1.  That  the  total  annual  cost  of  legal  services,  includ- 
both  corporate  and  legislative,  should  at  all  times 
be  held  at  no  more  than  five  per  cent  of  the  total 
budget  of  appropriated  expenditures  for  any  given 
year;  and  that  fifty  per  cent  or  less  of  such  amount 
be  allowed  to  be  expended  for  legislative  purposes. 

2.  That  in  matters  legislative,  the  Board  of  Directors 
should  determine  and  specify  in  each  instance 
“active  support”  or  “support  in  principle  without 
active  participation”,  it  being  the  intent  that  only 
in  those  matters  given  active  support  shall  the 
association  be  responsible  for  legal  fees  entailed, 
in  part  or  in  whole;  and  in  those  matters  given 
support  in  principle  without  active  participation,  no 
associatioin  funds  shall  be  expended  for  legal  serv- 
ices; further,  in  this  latter  instance,  organizations 
seeking  association  support  in  either  approval  or 
disapproval  of  any  given  measure,  each  shall  be 
so  notified. 

3.  That  if  there  occurs  any  unusual  demand  for  legal 
services  involving  legislation  or  for  other  purposes 
which  will  obviously  be  in  excess  of  budgetary  lim- 
itations, it  is  recommended  that  a special  compul- 
sory assessment  be  made  upon  all  members  to  cover 
such  items,  it  being  the  intent  that  at  least  some 
of  the  value  of  special  assessments  will  be  to  alert 
the  membership  to  the  urgency  for  and  necessity 
of  the  particular  problem  involved. 

The  foregoing  is  the  outcome  of  House  of  Delegates 
Resolution  No.  10  adopted  April  27,  1962. 

It  was  moved  and  unanimously  carried  that  the  re- 
port submitted  be  approved  and  referred  to  the  Board 
of  Directors  as  a recommendation  of  this  committee. 
Legislative  Procedure  — By-Laws 

The  Legislative  Committee  in  a joint  meeting  with 
the  Articles  of  Incorporation  and  By-Laws  Committee 
July  29,  1962,  made  recommendations  to  the  Board  of 
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Directors  in  line  with  House  of  Delegates  Resolution 
No.  10  adopted  April  27,  1962  on  a study  of  legislative 
activities  and  possible  By-Laws  changes.  The  recom- 
mendation of  the  joint  committee  that  no  action  be 
taken  now  on  a revision  of  the  By-Laws  was  approved 
by  the  board. 

The  recommendation  that  the  Board  of  Directors  de- 
fine the  functions  of  the  Legislative  Committee  and 
outline  procedural  format  under  emergency  conditions 
was  also  presented.  It  was  determined  that  no  action 
be  taken  now  granting  additional  powers  to  act  and 
make  decisions  normally  the  prerogative  of  the  Board 
of  Directors. 

Medicine  and  Surgery  Act 

It  was  reported  that  a Medicine  and  Surgery  Act 
will  be  prepared  and  introduced  into  the  26th  Arizona 
State  Legislature,  first  regular  session,  as  directed  by 
the  Board  of  Directors. 

A.R.S.  Criminal  Code 
Abortion 

Legal  Termination  of  Pregnancy 

The  matter  of  legal  termination  of  pregnancy  was 
referred  to  counsel  for  review  with  specific  reference 
to  Section  13-211,  Title  13,  Chapter  11  of  the  Criminal 
Code,  A.R.S.  1956,  Article  2,  Abortion.  The  subject 
was  reviewed  because  of  international  publicity  dealing 
with  the  drug  Thalidomide. 

Alabama,  Colorado,  New  Mexico,  and  Oregon  appear 
to  be  the  only  states  that  have  somewhat  of  a more 
liberal  statute  permitting  legal  termination  of  pregnan- 
cy to  save  the  life  of  the  unborn  child,  or  to  prevent 
serious  or  permanent  bodily  injury  or  to  preserve  the 
life  or  health  of  the  woman  (“or  health”  is  an  addition 
to  the  termination  provisions  in  the  remaining  46  states). 

Considerable  research  has  been  made  on  the  sub- 
ject, including  legal  aspects,  and  the  views  and  opin- 
ions of  the  AMA,  Colorado,  New  Mexico,  and  Oregon. 
The  views  of  counsel  were  considered. 

It  was  moved  and  unanimously  carried  that  no  action 
be  taken  on  this  subject  now. 

Advertising  to  Produce  Abortion 
Or  Prevent  Conception 

Also  referred  to  counsel  was  the  matter  of  advertis- 
ing to  produce  abortion  or  to  prevent  conception,  deal- 
ing with  Section  13-213,  Title  13,  Chapter  11  of  the 
Criminal  Code,  A.R.S.  1956.  Effort  was  made  without 
success  during  the  first  regular  session  of  the  25th  Ari- 
zona State  Legislature  to  amend  this  section  of  the 
code,  deleting  the  phrase  “or  for  prevention  of  concep- 
tion” (S.B.  121). 

The  Supreme  Court  of  Arizona  on  October  31,  1962 
rendered  its  opinon  on  the  matter  of  Planned  Parent- 
hood Committee  of  Phoenix,  Inc.  vs.  Maricopa  County 
(Board  of  Supervisors)  and  the  Director  of  the  Mari- 
copa County  Health  Department,  et  al,  which  does  per- 


mit Planned  Parenthood  to  operate  fully,  as  it  previous- 
ly did. 

The  Supreme  Court  concluded  that  A.R.S.  Section 
13-213  is  not  an  unconstitutional  infringement  of  First 
Amendment  rights,  nor  does  it  violate  the  due  process 
requirements  of  the  Fourteenth  Amendment.  Judgment 
of  the  trial  court  was  affirmed. 

In  the  opinion  of  counsel,  the  Supreme  Court  de- 
cision removed  any  need  for  legislation  in  this  regard 
now. 

The  committee  concurred  in  the  opinion  of  counsel. 

Kerr-Mills  Implementation 

The  Board  of  Directors  on  October  28,  1962  reaf- 
firmed its  position  in  support  of  implementation  of  the 
Kerr-Mills  Law  (PL  86-778  — 86th  Congress)  and  di- 
rected that  the  Legislative  Committee  proceed  with 
every  effort  to  be  made  before  the  Arizona  Legislature 
to  implement  this  federal  statute. 

Dr.  Frissell  reviewed  the  activity  to  date  following 
meetings  with  the  Arizona  State  Department  of  Public 
Welfare,  members  of  its  board,  the  Governor,  repre- 
sentatives of  the  Arizona  Hospital  Association  and  Ari- 
zona Blue  Cross-Blue  Shield  plans. 

There  appeared  to  be  interest  on  the  part  of  the 
Commissioner  of  Welfare,  Mr.  Fen  Hildreth,  to  institute 
a pilot  program  covering  MAA  recipients,  preferably  to 
be  administered  by  a Blue  Cross-Blue  Shield  plan  or 
other  commercial  carrier  and  underwritten  thereby  if 
a satisfactory  program  within  certain  cost  limitations 
can  be  developed. 

The  welfare  board  will  meet  December  6,  1962  to 
consider  the  commissioner’s  report.  Representatives  of 
this  association  have  been  invited  to  attend. 

Dr.  Hamer,  delegate  to  the  American  Medical  Associ- 
ation, reviewed  the  program  and  deliberations  of  a full 
day  session  November  25,  1962  at  Los  Angeles  which 
dealt  with  Kerr-Mills  implementation  and  the  experi- 
ences resulting  therefrom  in  states  having  previously 
taken  action. 

It  was  regularly  moved  and  unanimously  carried,  in 
line  with  directive  of  the  Board  of  Directors,  that  every 
effort  continue  to  realize  the  enactment  of  implementa- 
tion of  the  Kerr-Mills  Law  by  the  Arizona  State  Legis- 
lature during  its  first  regular  session  in  1963  with 
active  support. 

Procurement,  Processing  and  Use  of  Blood 

During  the  Second  Regular  Session  of  the  25th  Ari- 
zona State  Legislature  a measure  was  introduced  in 
the  House  of  Representatives,  No.  208,  relating  to  pub- 
lic health  and  safety,  defining  the  service  of  procure- 
ment, processing,  distribution  and  use  of  whole  blood, 
plasma,  blood  derivatives  and  blood  products  for  use 
in  the  human  body  and  amending  Title  36,  Chapter  9, 
A.  R.  S.  by  adding  Article  5,  Section  36-1151,  declar- 
ing the  use  thereof  as  the  “rendition  of  a service”  by 
each  and  every  person,  firm,  or  corporation  participa- 
ting therein,  and  shall  not  be  construed  to  be,  and  is 
declared  not  to  be  a sale  of  such  whole  blood,  plasma, 
blood  product  or  blood  derivatives  for  any  purpose  or 
purposes  whatsoever.” 
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At  that  time  the  bill  was  introduced  through  the  in- 
terest of  the  Southwest  Blood  Banks,  Inc.  It  was  pro- 
posed to  introduce  the  measure  now  through  the  Ari- 
zona Hospital  Association  with  its  full  support.  The 
measure  failed  of  enactment  presumably  because  of 
the  lateness  of  its  introduction. 

It  was  moved  and  unanimously  carried  that  this  com- 
mittee approve  the  measure  presented  by  the  Arizona 
Hospital  Association  with  non-active  support. 

Oiher  Business 

Component  Society  Communications 

The  alleged  lack  of  communication  between  this 
association  and  component  county  society  legislative 
committees  was  discussed.  It  was  considered  advisable 
that  possibly  the  chairman  of  the  component  legislative 
committes  should  be  invited  to  attend  all  Legislative 
Committee  meetings  of  this  association. 

It  was  pointed  out  that  the  Board  of  Directors  has 
already  included  the  presidents  of  the  component  coun- 
ty medical  societies  with  the  hope  that  they  would 
serve  in  an  advisory  capacity  and  inform  their  society 
membership  of  the  state  association  program  then  being 
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considered.  However,  attendance  of  the  advisory  com- 
mittee to  called  Legislative  Committee  meetings  has 
been  wanting. 

It  is  recognized  that  society  presidents  are  involved 
in  many  activities  during  their  terms  of  office. 

It  was  moved  and  unanimously  carried  that  this  com- 
mittee recommend  to  the  Board  of  Directors  that  the 
chairmen  of  our  component  county  medical  society 
legislative  committees  be  invited  to  attend  meetings  of 
the  association’s  Legislative  Committee,  either  replac- 
ing the  presidents  or  in  addition  thereto,  said  individu- 
als to  serve  in  an  ex-officio  capacity. 

News  Letter 
Legislative  Activity 

It  was  suggested  and  felt  desirable  that  an  infre- 
quent legislative  news  letter  be  prepared  in  the  central 
office  and  that  it  be  forwarded  to  all  members  of  the 
Legislative  Committee  and  the  component  county  med- 
ical society  legislative  chairmen,  if  at  all  possible. 

Charles  E.  Henderson,  M.D. 
Secretary 


Recent  Books,  W.  B.  Saunders  Company 

W.  B.  Saunders  Company  features  the  following  recent  books  in  its  full  page 
advertisement  appearing  elsewhere  in  this  issue: 

1963  Current  Therapy 

Today’s  best  treatments,  ranging  from  management  of  conditions  causing 
enuresis  to  treatment  of  coma  with  analeptic  drugs. 

Gastroenterology  — Bockus 

An  eminent  3-volume  work.  Volume  I,  on  the  esophagus  and  stomach,  just 
published. 

Management  of  the  Anxious  Patient  — Meares 

Tells  from  what  sources  anxiety  in  a patient  may  spring  and  how  it  can  be 
resolved. 
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Doctor... 

there  is  a difference  in  life  insurance! 
Read,  compare  and  see  for  yourself! 

Notice  that  no  two  companies  charge  the 
same  rate,  yetthey  all  pay  the  same  amount. 

HBA  LIFE  INSURANCE  COSTS  LESS. 


COMPARISON  CHART  OF  PREMIUMS  FOR  SINGLE  PREMIUM  WHOLE  LIFE  INSURANCE 

AGE  OF 
INSURED 
(NEAREST 
BIRTHDAY) 

SINGLE 

PREMIUM: 

$25,000 

POLICY 

SINGLE 

PREMIUM: 

$50,000 

POLICY 

SINGLE 

PREMIUM: 

$100,000 

POLICY 

HBA  H 

$10,891.25 

$14,749.75 

$21,782.50 

$29,499.50 

$43,565.00 

$58,999.00 

Company  “N”  *5 

$14,763.50 

$18,502.50 

$29,527.00 

$37,005.00 

$59,054.00 

$74,010.00 

Company  “M” 

$14,198.50 

$17,788.25 

$28,397.00 

$35,576.50 

$56,794.00 

$71,153.00 

Company  “NY” 

$13,730.75 

$17,466.75 

$27,461.50 

$34,933.50 

$54,923.00 

$69,867.00 

Company  “E” 

$13,507.00 

$17,482.25 

$27,014.00 

$34,964.50 

$54,028.00 

$69,929.00 

A single  premium  policy  is  one  paid  for  in  a lump  sum.  ONLY  the  HBA  Single  Premium 
Policy  has  a cash  and  loan  value  and  a cash  surrender  value  which  is  equal  to  the  amount 
of  the  premium  at  the  end  of  the  first  year.  For  example,  if  you  surrender  your  policy 
after  the  first  year,  YOU  LOSE  NOTHING  . . . you  get  hack  as  much  as  you  paid  in. 


Yes,  Doctor,  there  IS  a difference  in  life  insurance. 
If  you  would  like  a complete  listing  of  compara- 
tive life  insurance  single  premium  rates  contact 
your  nearest  HBA  Life  Insurance  Company  office. 


PHOENIX 

First  at  Willetta 

MESA 

456  North  Country  Club  Drive 


PEOPLE  EXPECT  MORE  FROM 


TUCSON 

•31  North  Tucson  Boulevard 

AND  THEY  GET  IT  TOO! 
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HOME  OFFICE:  FIRST  ST.  AT  WILLETTA  • PHOENIX,  ARIZONA 
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Solfotori 

for  mild,  continuous  sedation 


(■ach  tablet  (or  capsule)  contains  16 
mg.  phenobarbital  blended  with  65  mg. 
Bensulfoid®.  The  Bensulfoid  is  an  inert  diluent 
present  to  permit  slow  absorption  of  the 
phenobarbital.  The  usual  dosage  is  one  tablet 
or  capsule  after  meals  and  at  bedtime.  Solfoton 
is  especially  adapted  to  prolonged  use  because 
of  its  virtual  freedom  from  depression  and 
other  side  effects.  Contra-indications : identical 
to  those  of  gr.  phenobarbital. 


REFER  TO 

PDR 


Poythress,  White  Section , Page  808  ( 1963  edition) 
and  Product  Identification  Section 

COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES 
SENT  UPON  REQUEST 

Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Cleanliness  is  more  than  a virtue  at  Lilly; 
it  is  a routine.  It  starts  with  vacuum- 
cleaning  the  drums  filled  with  raw  mate- 
rial even  before  they  enter  a Lilly  ware- 
house. It  is  the  first  of  an  endless  list  of 


rules  that  have  become  a way  of  life 
for  Lilly  employees.  Although  meticulous 
housekeeping  has  little  to  do  with  tech- 
nical know-how,  it  adds  immeasurably 
to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Cardiovascular  Problems 

A panel  discussion 

Moderators:  Leslie  B.  Smith,  M.D. 

James  E.  O'Hare,  M.D. 
Panelists:  E.  Grey  Dimond,  M.D. 

Robert  E.  Gross,  M.D. 
W.  Proctor  Harvey,  M.D. 
Paul  Dudley  White,  M.D. 


This  renowned  group  of  cardiologists  briefly  flashes  the  high  lights  on 
a variety  of  cardiovascular  problems.  The  lapse  of  two  years,  rather  than 
outdated  this  discussion,  has  actually  accentuated  its  value. 


Moderator:  Dr.  White,  is  it  harmful  to  use  blood 
with  high  cholesterol  levels  to  transfuse  people  with 
coronary  disease? 

Dr.  White:  I really  have  no  experience  or  idea  about 
this,  but  I wouldn’t  think  so. 

Moderator:  What  is  the  present  status  of  cholesterol 
blocking  agents  in  the  prevention  of  atherosclerosis? 

Dr.  White:  Exploratory. 

Moderator:  What  is  the  present  status  of  the  athero- 
genic index  tests? 

Dr.  White:  They  are  also  exploratory,  but  certain  of 
them  are  beginning  to  be  useful.  It  depends  on  whose, 
somewhat.  But  I think  that  we  don’t  need  very  compli- 
cated procedures.  In  some  of  these  studies  that  were  car- 
ried out  a few  years  ago,  we  found  that  it  was  quite 
adequate  to  have  the  serum  cholesterol,  the  total  figure. 


Panel  discussion  presented  at  the  Fourth  Annual  Cardiac  Sym- 
posium, Arizona  Heart  Association,  Arizona  Biltmore  Hotel, 
Phoenix,  Arizona,  January  27,  1961. 

EDITOR’S  NOTE:  Research  may  force  rapid  changes  in  beliefs. 
These  were  the  participants’  opinions  in  January,  1961;  they 
may  not  retain  these  opinions  completely  at  this  date. 


and  that  it  wasn’t  necessary  to  go  into  more  detail  than 
that. 

Dr.  Dimond:  I think  there  are  two  interesting  com- 
ments to  make  about  MER-29.  Many  of  you  know  Cor- 
coran, of  Corcoran,  Taylor  and  Page.  He  has  been  taking 
MER-29  for  a year.  And  as  you  know  it  blocks  the  pro- 
duction of  sterols  of  any  type  at  a certain  cyclic  level. 

When  the  ring  has  been  made  for  sterols  it  blocks 
And  Corcoran  has  observed  the  fact  that  he  has  had  to 
take  prednisone  for  the  last  several  months  because  he 
himself  is  convinced  that  he  is  in  a state  of  mild  adrenal 
depletion.  He  says  he  has  to  take  a certain  number  of 
milligrams  a day  to  maintain  his  strength.  He  is  quite 
convinced  that  MER-29  has  put  him  into  a mild  adrenal 
insufficiency. 

Next  on  this  is  that  from  Arkansas  came  a paper  in 
which  measured  17-hydroxyes  and  measured  sterols  in 
dogs  were  proved  to  be  down  on  the  chronic  administra- 
tion of  MER-29.  And  there  is  some  evidence  to  suggest 
that  in  place  of  cholesterol  being  deposited  in  the  intima 
that  it’s  a blocker,  its  percursor  is  being  placed  in  the 
intima. 

Vanadium  blocks  the  production  of  cholesterol  at  an 
acetate  level,  at  methionic  acid  level,  and  the  body 
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goes  ahead  and  metabolizes  this.  Nothing  accumulates 
in  the  body.  Vanadium  blocks  intimal  deposits  of  choles- 
terol. It  does  not  let  cholesterol  get  turned  over  again  in 
situ  and  be  reutilized.  So  far  we  have  had  no  toxic 
symptoms  with  vanadium. 

We  have  rabbits  that  we  have  matched  and  paired 
and  proved  that  intimal  deposits  of  cholesterol  are  mo- 
bilized if  you  inhibit  with  vanadium.  We  have  proved 
that  brain  tumors  which  make  cholesterol,  in  the  order 
of  3,000  milligrams  each,  can  be  stopped  in  their  pro- 
duction of  cholesterol  if  vanadium  is  given. 

Liver  tissue  slices  cannot  produce  cholesterol  in  the 
presence  of  vanadium.  Evidently  the  trace  melal  vanadi- 
um is  an  essential  metal  in  the  production  of  cholosterol. 

Dr.  White:  May  I just  comment  that  at  the  moment, 
while  we’re  exploring  these  various  tests  and  various 
therapeutic  measures,  it’s  sound  to  be  reasonably  careful 
of  one’s  diet.  The  simpler  measures  of  diet  such  as  we 
are  quite  sure  can  be  helpful,  and  probably  such  sensible 
procedures  as  a routine  program  of  exercise  can  be  very 
beneficial  to  the  psyche  as  well  as  to  the  soma.  But  it’s 
sound  to  carry  on  with  those  until  we  have  more  certain 
evidence  that  these  other  measures  and  tests  are  really 
worthwhile. 


Dr.  Paul  Dudley  White,  world-famous 
Boston  heart  authority,  has  for  many  years 
advocated  regular  physical  exercises,  proper 
diet,  and  good  health  habits  for  positive 
health. 


Moderator:  I’d  like  to  request  that  the  panelists  feel 
free  to  challenge  anything  that  is  said,  and  comment 
upon  any  question. 

Dr.  Harvey:  I have  nothing  further  to  add,  except  a 
saying  that  I learned  from  Dr.  Henry  Christian,  that  any 
drug  worth  its  salt  is  with  us  five  years.  So  any  new 
drug,  if  it  stays  with  us  around  five  years,  like  aspirin, 
quinidine  and  digitalis,  is  a good  drug.  Time  will  prove 
the  true  value. 

Moderator:  Dr.  Harvey,  would  you  care  to  comment 
on  this  question?  Would  you  repair  an  atrial  septal  de- 
fect in  a 51 -year-old  woman  who  has  become  sympo- 
matic  in  the  past  one  to  two  years? 

Dr.  Harvey:  If  the  patient  is  on  strict  medical  therapy 
and  is  still  having  trouble,  then  we  would  go  ahead.  We 
would  not  operate  on  a patient  not  having  trouble  at 
this  age. 

Dr.  Gross:  The  specific  question  indicated  this  wom- 
an was  beginning  to  have  trouble,  symptoms  anyway.  So 
I would  lean  very  strongly  toward  surgery.  I have  seen 
many  individuals  in  their  thirties  and  some  in  their  for- 
ties who  had  done  perfectly  well  up  until  that  time  who 
have  hearts  that  are  getting  tired  of  this  load.  It’s  a very 
satisfying  thing  to  close  off  their  shunt,  and  I’m  sure  it 
helps  them  a great  deal.  So  for  this  woman,  if  she  is  in 
operable  state,  I would  advise  operation. 

Sometimes  one  finds  that  persons  in  this  age  group 
are  getting  into  a position  where  you  cannot  operate  on 
them.  If  they’re  building  up  pulmonary  vascular  resist- 
ance, or  have  multiple  little  thrombi  in  the  pulmonary 
bed,  or  beginning  to  get  a reversal  of  their  shunt,  to  my 
mind  they  re  inoperable.  But  if  this  woman  shows  none 


of  that,  if  her  arterial  oxygen  saturation  is  normal,  I 
think  she  should  be  operated  on. 

Moderator:  With  the  progress  made  in  open  heart 
surgery,  is  there  still  a place  for  any  of  the  shunt  opera- 
tions in  tetralogy? 

Dr.  Gross:  There  is  no  doubt  in  my  mind  that  there’s 
plenty  of  place  for  shunt  operations  in  tetralogy.  I say 
that  on  the  basis  of  having  had  so  many  failures  with 
trying  direct  and  complete  repairs  in  tetralogy  cases. 

It’s  very  satisfying  to  bring  a child  through  the  com- 
plete repair  of  a tetralogy.  Yet  everyone  who  has  been 
working  in  this  field  knows  that  you  cannot  do  this  with 
all  of  them,  that  there  are  definite  limitations,  such  as 
an  individual  of  small  size  where  it’s  technically  most 
difficult  to  get  the  repair  you  want. 

There  may  be  limitations  even  in  larger  individuals, 
such  as  when  the  primary  blood  vessels  in  the  lungs  are 
so  small  that  they  will  not  permit  the  acceptance  of  a 
complete  flow  resulting  from  the  repair.  Hence,  after 
many  disappointments,  failures  or  fatalities  incident  to 
the  open  complete  repair,  I think  we’ve  backed  up  quite 
a little,  and  feel  that  there  is  a very  definite  place  for 
the  establishment  of  shunts.  This  doesn’t  mean  that  you 
might  not  be  able  to  go  on  with  a complete  repair  sub- 
sequently. 

In  individuals  who  are  given  a shunt  of  the  Blalock 
type,  the  pulmonary  arteries  do  enlarge  over  a period  of 
years,  and  you  can  then  begin  to  talk  about  a second 
attempt  with  total  repair. 

Moderator:  The  next  question  concerns  thoracotomy 
for  cardiac  massage  versus  closed  chest  manipulation  for 
stimulating  cardiac  rhythm. 

Dr.  Gross:  There  isn’t  any  doubt  that  there  has  been 
a great  deal  accomplished  in  the  last  15  years  by  quickly 
recognizing  cardiac  arrest  and  opening  the  chest  and 
massaging  the  heart  to  get  it  going  again.  I’m  sure  many 
people  have  been  saved  because  of  this. 

At  the  same  time,  I’m  quite  sure  that  a lot  of  people 
had  their  chest  opened  under  circumstances  which  were 
embarrassing  and  which  didn’t  accomplish  much,  and 
probably  the  pendulum  swung  too  far.  I think  a great 
deal  can  be  done  with  closed  chest  massage,  such  as  the 
group  at  Hopkins  has  emphasized.  It  is  extremely  useful, 
and  it’s  amazing  how  often  it  can  be  used  with  an  ef- 
fective return  of  the  heartbeat. 

It  makes  a little  bit  of  difference  under  what  circum- 
stances this  individual  had  cardiac  arrest.  When  the 
local  condition  around  the  heart  is  normal,  external  mas- 
sage is  good. 

Conversely,  if  the  patient  has  had  some  sort  of  an 
intrathoracic  procedure  or  cardiac  operation  and  then 
develops  cardiac  arrest  that  afternoon  or  evening,  exter- 
nal beating  and  massage  does  not  always  do  the  trick. 
You  may  find  that  that  individual  has  clots  around  his 
heart.  He  may  be  having  trouble  because  he’s  had  com- 
pression of  his  heart  cutting  down  on  his  inflow  of 
blood  to  the  heart,  poor  circulation  and  anoxia,  and  then 
cardiac  troubles.  It  is  highly  important  to  get  the  clots 
out  of  there  fast,  and  hence  an  open  attack  on  his  prob- 
lems is  better  than  closed  chest  massage. 

Dr.  Dimond:  I think  it’s  important  that  this  entire 
group  agree  on  the  simple  fact  that  there  is  no  implica- 
tion in  anyone’s  comments  that  there’s  a justification  for 
doing  thoracotomies  outside  of  optimum  environment. 

It  would  be  a sad  mistake  to  infer  that  thoracotomy 
should  be  done  outside  of  hospital  environment.  The 
only  place  where  I would  say  this,  perhaps,  is  not  true 
is  when  someone  had  been  electrocuted  and  you  knew 
you  were  dealing  with  a totally  well,  healthy  young  line- 
man. 

While  we’re  talking  so  much  about  massage,  I think 
it’s  just  as  important  to  discuss  airway.  Don’t  forget  that 
you  simply  have  to  get  an  airway  in  if  you’re  going  to 
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try  to  resuscitate  the  person.  At  the  present  time,  all  dis- 
cretion and  all  judgment  would  say  that  outside  the 
hospital  the  only  thing  you  can  really  do  is  try  to  main- 
tain airway  and  by  external  manipulative  methods  try  to 
either  thump  the  chest  vigorously,  or  by  compression 
of  the  lower  end  of  the  sternum  try  to  get  some  empty- 
ing of  the  heart. 

I in  no  way  think  you  should  forget  that  if  a heart 
has  stopped,  there  is  every  evidence  in  the  literature  as 
well  as  my  own  experience  to  show  that  a real  good 
solid  whack  on  top  of  the  chest  can  reinstitute  the  beat. 
Just  don’t  forget  this  and  don’t  ignore  it. 


Dr.  E.  Grey  Dimond  is  Director  of  the 
Institute  of  Cardiovascular  Pulmonary  Dis- 
eases at  Scripps  Clinic  and  Research  Foun- 
dation, La  Jolla,  California. 


Dr.  White:  Just  a note  about  external  massage  of  the 
heart.  At  a recent  meeting  of  the  New  England  Cardio- 
vascular Society  there  was  a report  on  a fair  number  of 
cases  in  which  this  was  done.  There  was  a good  deal  of 
trauma  involved,  broken  ribs  and  so  on,  which  shouldn’t 
contraindicate  the  use  of  this  technique  if  it  can  be  life- 
saving. But  there  wasn’t  as  much  success  in  this  particu- 
lar group.  They  may  have  been  sicker  than  was  the 
group  reported  from  Hopkins.  So  we  still  have  to  collect 
more  cases  and  use  the  technique,  nevertheless,  despite 
the  possibility  of  trauma. 

I would  like  to  have  Dr.  Gross  comment  on  that  point 
about  the  trauma  that  might  be  involved  in  a patient 
who  hasn’t  had  an  operation.  We’ve  had  in  Boston  three 
cases,  perhaps  four,  with  successful  restoration  of  normal 
rhythm  in  very  serious  ventricular  tachycardia  by  elec- 
trical methods. 

This  particular  patient  whom  I know  about  had  been 
seen  by  one  of  our  group.  Persistent  ventricular  tachy- 
cardia developed  about  two  weeks  after  coronary  throm- 
bosis. The  ordinary  methods  with  quinidine  and  other 
techniques  and  other  drugs  had  been  fully  tried  and 
exhausted.  The  patient,  fortunately,  was  weathering  this 
heart  rate  of  200  or  more,  but  it  was  felt  he  couldn’t 
continue  indefinitely. 

So  ofter  ten  days  of  this  tachycardia  which  had  not 
been  changed,  he  was  flown  down  and  taken  to  the  op- 
erating room.  With  the  surgeon  with  knife  poised  in  case 
of  need,  he  was  subjected  to  electric  shocks  externally. 
The  first  shock  put  the  patient  into  ventricular  fibrilla- 
tion. The  second  shock  (I  think  they  started  at  250  volts 
and  350  volts)  and  the  third  shock  (these  are  very  rap- 
id) stopped  the  heart,  and  normal  rhythm  was  restored 
perfectly  well.  This  is  a technique  that  may  be  useful  in 
other  cases  of  persistent  ventricular  tachycardia. 

Dr.  White:  There  are  these  three  cases  now  in  and 
around  Boston,  and  there  will  be  more,  we  think,  devel- 
oped as  a result  of  the  publicity,  locally,  of  these  three 
cases. 

Moderator:  Dr.  Harvey,  would  you  discuss  the  sys- 
tolic murmur  which  is  frequently  heard  in  the  elderly 
patient? 

Dr.  Harvey:  Systolic  murmur  is  very  commonly  heard. 
This  is  a murmur  that  varies  from  Grade  1 generally 
to  around  Grade  3.  This  is  heard  over  the  aortic  area, 
lower  left  sternal  border,  apex,  sometimes  over  the 
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pulmonary  area,  and  commonly  heard  over  the  aortic 
area.  It’s  a short  murmur  and  generally  will  go  up  to 
about  a half  to  two-thirds  of  systole.  And  as  we’ll  get 
into  in  a discussion  of  the  functional  systolic  murmur, 
this  has  the  characteristics  of  this  type,  which  in  itself 
has  no  significance.  One  should  lie  careful  in  making  sure 
that  this  is  the  innocent  or  functional  type,  and  not  that 
of  aortic  stenosis  in  a person  whose  chest  is  increased  in 
A P diameter,  with  a little  emphysema,  when  we’re  hear- 
ing a Grade  3 murmur. 

We  must  be  careful  on  the  total  evaluation,  because 
often  we  may  see  calcium  in  the  aortic  valve.  I think 
they  often  have  a characteristic  murmur.  It’s  the  harsh 
murmur,  in  particular  when  listening  over  the  carotid, 
either  right  or  left,  where  it  is  more  evident  than  the 
innocent  functional  murmur.  Often  it’s  a combination  of 
a musical  quality,  of  a “whoo,  whoo,  whoo,”  when  we 
listen  along  the  lower  left  sternal  border.  When  I hear 
this  systolic  murmur  in  an  elderly  patient,  I look  very 
carefully  for  aortic  stenosis. 

Dr.  White:  How  often.  Dr.  Harvey,  do  you  see  calci- 
fication of  the  valve  in  such  cases? 

Dr.  Harvey:  I would  say  very  frequently,  Dr.  White. 
The  techniques  described  by  Dr.  Merle  Sausman  for 
looking  for  calcification  in  the  aortic  valve  still  hold, 
and  none  apparently  are  better.  It’s  surprising  how  often 
they  can  be  easily  seen. 

Moderator:  Dr.  Dimond,  this  morning  you  men- 
tioned the  use  of  regitine  with  levophed.  The  question 
is,  why  doesn’t  regitine  neutralize  the  vasopressor  action 
of  the  levophed? 


Dr.  James  E.  O’Hare  specializes  in 
thoracic  surgery,  with  offices  in  Tucson. 
He  is  chairman  of  the  surgical  department 
at  St.  Mary’s  Hospital,  and  is  consultant 
at  the  Veterans  Administration  Hospital, 
Tucson. 


Dr.  Dimond:  I don’t  know  why  — it  simply  doesn’t. 
I think  it’s  a matter  of  quantity  and  dosage.  The  amount 
of  levophed  you  use  is  sometimes  immense  and  tremen- 
dous, and  the  amount  of  regitine  is  really  only  a very 
small  amount,  because  the  only  area  you’re  really  trying 
to  touch  with  the  regitine  is  at  the  needle  site. 

Dr.  Harvey:  A patient  I saw  two  days  ago  went  eight 
days  in  complete  shock  following  an  acute  myocardial 
infarction  before  the  use  of  levophed  could  be  stopped 
or  slowed  down.  At  one  point  the  solution  infiltrated  out 
into  the  tissue.  Regitine  was  used  to  infiltrate  immedi- 
ately. And  from  that  point  on,  regitine  was  kept  in  the 
drip.  Tin's  was  only  five  to  ten  milligrams  of  regitine.  At 
the  same  time,  six  ampules  of  levophed  were  necessary 
to  keep  any  pressor  effect.  So  it’s  certainly  worthwhile  in 
some  of  these  cases  to  keep  it  going. 

Dr.  Gross:  Anytime  we  use  levophed,  which  has 
usually  been  when  we  think  we’re  going  to  be  in  trouble 
for  quite  a while,  we  have  put  a catheter  in  a saphenous 
vein  just  below  the  groin  and  threaded  on  upward  to  die 
vena  cava;  thus  you  can  drip  in  all  the  levophed  you 
want  and  it  never  bothers  locally.  It  also  gives  a good 
way  to  measure  the  venous  pressure  very  accurately.  It 
helps  in  some  of  these  long  continued  drug  therapy  situ- 
ations to  have  a catheter  of  this  sort. 

Dr.  Harvey:  The  Deseret  Company  makes  a plastic 
catheter  which  is  complete  and  sterile.  It’s  eight  to  ten 
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inches  long,  which  gives  you  a margin  of  safety.  It  can 
be  purchased  from  any  surgical  supply  house. 

Moderator:  Dr.  Gross,  in  your  use  of  profound  hypo- 
thermia, have  you  noted  any  clinical  or  laboratory  evi- 
dence of  deleterious  effects  from  gas  emboli  released 
during  the  rewarming? 

Dr.  Gross:  No,  but  you  have  to  be  very  careful  and 
be  forewarned  about  this  because  of  the  different  satura- 
tion solubility  of  gasses  in  the  blood.  We  make  a very 
decided  point  that  during  the  time  that  this  cold  blood 
is  being  oxygenated,  that  its  saturation  should  be  kept 
down  in  the  range  of  about  90  per  cent.  Don’t  let  blood 
get  fully  saturated  at  10°,  because  when  you  warm  it  up 
it’s  going  to  bubble. 

Moderator:  What  are  the  actual  effects  of  over- 
oxygenation and  the  evidence  for  the  bad  effect  in  a 
small  child? 


Dr.  Robert  E.  Gross,  of  Boston,  is  As- 
sistant Professor  of  Surgery  at  Harvard,  and 
Ladd  Professor  of  Children’s  Surgery  at 
Harvard. 


Dr.  Gross:  There  isn’t  any  doubt  in  my  mind.  I say 
this  dogmatically  because  I’m  quite  sure  about  it  in  lab- 
oratories and  in  animal  experiments,  and  I’ve  also  seen 
it  in  man.  If  you  hook  up  a small  animal  to  a relatively 
large  oxygenator,  you  saturate  the  red  cells  with  oxygen, 
you  have  an  over-supply  of  oxygen,  you  begin  to  dis- 
solve oxygen  in  the  plasma,  and  your  total  saturation 
becomes  102-,  103-,  106-per  cent  and  so  on.  When  you 
put  this  into  an  individual,  several  things  can  happen. 

First,  you  have  a bottleneck  where  your  cannula  is  in 
some  part  of  the  arterial  system,  so  that  you  have  in 
that  tube  proximal  to  this  cannula  a relatively  high  pres- 
sure. After  the  blood  goes  through  the  cannula  it  gets 
into  an  area  of  lower  pressure.  And  under  those  circum- 
stances with  the  supersaturation  and  that  dissolved  in 
plasma,  the  oxygen  can  bubble  out. 

Similarly  you  also  have  temperature  changes.  The 
temperature  of  the  blood  in  the  perfusing  tube  is  lower 
than  the  temperature  of  the  blood  of  the  body  when  it 
gets  into  the  aorta.  If  you  have  a lot  of  oxygen  in  the 
plasma  and  you  raise  the  temperature,  you  find  it’s  just 
like  bubbling  water  in  a pot  — bubbles  come  off. 

These  can  do  damage,  I know,  because  they  will  block 
blood  flow  to  the  brain  which  in  30  seconds  will  knock 
the  cortex  out.  You  can  do  permanent  neurological  dam- 
age. I think  that  oxygen  poisoning,  or  supersaturation, 
or  whatever  you  want  to  call  it,  is  a very  real  thing  and 
a very  lethal  thing. 

Moderator:  Do  you  see  any  advantage  in  differential 
hyperthermia  where  the  heart  is  real  cold  and  the  rest  of 
the  circulation  is  normothermic  or  moderately  hypother- 
mic? 

Dr.  Gross:  I think  that’s  the  way  they  run  most  of 
them,  that  is  the  way  that  you  indicated  last.  It  is  rela- 
tively easy  to  carry  on  extra-corporeal  circulation  and  to 
have  a heat  exchanger  which  is  lowering  the  tempera- 
ture of  that  blood  to  whatever  level  you  want  to  run, 
generally  12  or  15°  centigrade.  So  if  you  infuse  into  a 
subclavian  artery  or  directly  into  the  ascending  aorta, 
you  find  the  temperature  of  the  heart  will  fall  ahead  of 
any  other  organ,  because  it’s  right  on  the  main  pipeline 
getitng  this  cold  blood.  So  the  temperature  of  the  heart 
goes  down  very  quickly,  and  you  gain  the  main  thing 
you’re  after  quickly,  that  is,  a cessation  of  the  heart  ac- 
tivity. You  can  carry  on  as  long  as  you  want  with  not 


worrying  too  much  about  whether  the  rest  of  the  body 
temperature  slides  down  or  not. 

Moderator:  Dr.  White,  should  a 42-year-old  asymp- 
tomatic business  man  with  a markedly  abnormal  Mas- 
ter’s two-step  electrocardiographic  test  be  placed  upon 
anticoagulant  therapy? 

Dr.  White:  Well,  I suppose  we  aren’t  doing  this  as  a 
rule  now.  It’s  certainly  my  own  feeling  after  being  on 
the  fence  for  a good  many  years  and  having  more  and 
more  evidence. 

My  own  inclination  is  to  put  all  my  patients  with 
coronary  heart  disease  on  long  term  anticoagulant  ther- 
apy where  it’s  evident  clinically,  not  necessarily  slight 
angina  pectoris,  but  certainly  angina  pectoris  decubitus, 
whether  or  not  there’s  been  an  actual  clear  infarction. 

Based  on  electrocardiographic  evidence  alone  where 
there  is  a very  clear-cut  reaction  to  exercise,  whether 
one  should  start  anticoagulant  therapy  I’m  not  quite  sure. 
Some  of  these  patients  we’ve  known  from  past  experi- 
ence, many  patients  with  angina  or  even  angina  pectoris 
decubitus,  recover  completely,  spontaneously,  with  a de- 
velopment of  a collateral  circulation  over  a period  of 
months  or  a year  or  two. 

I’ve  never  seen  a patient  with  angina  decubitus  who 
continued  to  have  angina  decubitus  for  more  than  a 
few  months  or  a year.  They  either  die,  they  develop 
myocardial  infarction,  or  they  get  well.  And  a good 
many  get  well.  We  know  now  that  a person  can  be  per- 
fectly well  ten  years  after  having  been  seriously  ill  with 
angina  pectoris  decubitus. 

These  cases  we  saw  30  years  ago,  so  we  know  it’s  not 
necessary  in  every  case  to  put  such  a patient  on  anti- 
coagulant therapy.  But  we’re  more  and  more  inclined  to 
do  this.  I don’t  think  that  I’ve  yet  reached  a stage,  even 
for  the  medical  profession,  to  start  all  doctors  on  anti- 
coagulant therapy  when  they  get  to  be  45  just  because 
they  have  a high  serum  cholesterol  and  their  family  his- 
tory isn’t  so  good.  It  may  be  sensible  to  put  such  a per- 
son on  anticoagulants.  However,  I think  that  it’s  much 
more  important  to  change  their  habits  or  way  of  life 
than  to  put  them  all  on  anticoagulants.  We  still  haven’t 
the  full  answer  to  this  question. 

Dr.  Dimond:  When  you  asked  that  question,  Dr. 
White,  about  a 42-year-old  man,  I thought  somebody 
was  being  awfully  personal  and  I started  listening.  I was 
particularly  listening  to  Dr.  White  because  I can  recall 
so  well  13  or  14  years  ago  when  I was  a young  man  in 
my  twenties  and  had  black  hair,  was  youthful  and  un- 
lined, and  Proc  Harvey  had  all  his  hair  and  was  youth- 
ful and  unlined.  I watched  Dr.  White  retire,  more  or 
less  retire,  from  Massachusetts  General  Hospital. 

And  here  today  I sit,  beaten  and  haggard  and  gray. 
And  poor  old  Harv  is  in  almost  as  bad  a shape.  And  Dr. 
White  hasn’t  changed  at  all.  I want  to  know  what  he’s 
taking. 

Dr.  White:  I’m  taking  my  own  medicine,  which  is 
vigorous  exercise.  And  I’m  happy  to  say  that  I can’t  gain 
weight  no  matter  what  I eat.  I’m  just  lucky,  you  know. 
I don’t  eat  enormously,  but  I’m  not  taking  any  medicine. 
The  only  medicine  I ever  took,  I think,  was  a little  as- 
pirin. 

Moderator:  Specifically,  how  much  exercise  do  you 
recommend  for  an  American  man,  say  20  to  50,  and  an- 
other one  50  to  80? 

Dr.  White:  It  depends  on  the  person.  I don’t  think 
we  can  set  any  rules  for  everybody,  because  we  know  no 
two  of  us  are  alike.  We’ve  got  to  discover  first  the  can- 
didates for  trouble  and  protect  them  first,  perhaps. 

I think  the  more  mesomorphic,  the  more  muscular  a 
person  is,  the  more  he  probably  should  exercise  and 
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more  vigorously  all  through  his  life.  We  did  study  Har- 
vard football  players  some  years  ago,  a follow-up  of 
those  who  got  their  H’s  between  1900  and  1930.  The 
only  difficulty  was  that  we  didn’t  have  many  on  the 
extremes.  There  were  several  hundred  of  them.  We  want- 
ed to  compare  those  who  had  taken  no  exercise  after 
graduation  with  those  who  had  been  very  strenuous  all 
the  rest  of  their  lives,  but  there  weren’t  many. 

However,  the  figures  that  we  had  indicated  that  those 
who  had  exercised  vigorously  after  graduation  did  better 
than  those  who  didn’t,  considerably  better.  They  hadn’t 
developed  any  angina  pectoris  even  in  this  25-year  fol- 
low-up. 

We  tried  to  make  a study  of  those  who  had  drunk  a 
lot  and  those  who  hadn’t  drunk  at  all,  smoked  a lot  and 
those  who  hadn’t  smoked  at  all.  But  the  trouble  is  that 
the  average  Americans  lately  do  almost  the  same  things. 
They  eat  too  much,  they  drink  moderately,  they  smoke 
moderately,  they  take  very  little  exercise,  and  so  there 
weren’t  any  controls.  As  a matter  of  fact,  when  we  did 
study  our  young  coronary  cases,  coronary  thrombosis, 
infarction,  under  the  age  of  40,  the  controls  in  the  same 
activiites,  in  business  and  so  on,  were  in  about  the  same 
shape  as  those  who  had  had  the  coronary  attacks  al- 
ready. The  next  year  some  of  the  controls  got  coronary 
thrombosis.  They  were  just  about  ready  to  have  it  any- 
way, you  see.  They  weren’t  very  good  controls. 


Dr.  Leslie  B.  Smith,  a Phoenix  internist, 
began  his  practice  in  Arizona  26  years 
ago  when  The  Arizona  Medical  Association 
had  only  268  members.  He  served  as  its 
president  in  1961-62. 


Moderator:  Are  early  retinal  changes  always  present 
in  coronary  or  cerebral  arterial  pathology? 

Dr.  White:  We  were  having  an  argument  with  our 
Russian  cardiological  friends  about  some  of  these  clues 
when  we  met  in  Rome  — we’ve  had  two  conferences 
with  them.  You  may  remember  that  in  November  1959, 
the  U.S.A.  and  the  U.S.S.R.  signed  an  agreement  to  join 
in  a struggle  with  three  common  enemies:  heart  disease, 
cancer,  and  polio.  Those  conferences  have  started  and  I 
think  the  heart  group  has  been  most  active  at  it. 

We  decided  in  Rome  to  discuss  in  Moscow  next  May 
a series  of  ten  problems,  some  in  which  we  disagreed 
and  some  in  which  we  didn’t  have  evidence.  One  was 
this:  They  felt  that  you  could  tell  the  presence  of  a seri- 
ous degree  of  coronary  atherosclerosis  by  finding  aortic 
sclerosis  by  X-ray  study.  In  other  words,  if  you  found  a 
good  deal  of  sclerosis  of  the  aortic  knob  with  calcifica- 
tion or  just  increased  density,  that  meant  that  you  must 
have  serious  coronary  atherosclerosis.  We  doubted  that, 
but  we  didn’t  have  all  the  evidence,  and  now  we’re  col- 
lecting evidence  on  this  study  as  well  as  other  questions 
that  were  raised.  I don’t  think  that  we  have  the  answers 
to  that  question  about  the  fundus,  the  retinal  vessels.  I 
doubt  very  much  whether  you  will  find  in  the  retina 
always  the  evidence  of  atheroma  which  you  may  find  in 
scattered  other  areas  of  the  body  as  in  the  coronary  cir- 
culation or  the  cerebral  circulation.  I think  that  that  re- 
mains still  open,  just  as  the  question  of  diagnosing  the 
presence  of  serious  coronary  atherosclerosis  even  before 
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symptoms  or  signs  simply  by  looking  at  the  aortic  knob 
in  the  X-ray. 

Dr.  Dimond:  According  to  other  information,  Jess 
Edwards  and  his  group  at  the  American  heart  meeting 
in  St.  Louis  last  fall  reported,  Dr.  White,  on  this  subject 
of  coronary  disease  as  it  quantitates  against  atherosclerot- 
ic changes  in  other  vessels,  and  they  did  not  find  a cor- 
relation. 

Secondly,  in  the  “American  Journal  of  Cardiology” 
several  months  ago  there  was  an  article  on  what  it  means 
when  a knob  is  calcified,  and  they  found  absolutely  no 
relationship.  They  found  that  this  relationship  was  in 
somehow  tied  with  the  embryology  of  the  ductus  shut- 
ting down,  and  the  calcification  actually  was  extended 
down  to  the  location  of  the  ductus. 

Dr.  Harvey:  I can’t  say  that  I’ve  found  any  correla- 
tion between  the  changes  in  diagrams,  that  is,  arterial 
changes.  On  the  other  hand,  we  have  a large  number  of 
patients  who  come  for  surgery  on  the  aorta,  or  grafts  and 
replacement,  arterial  occlusive  disease.  And  once  a per- 
son has  this,  it’s  very  common  that  they  have  associated 
coronary  disease.  When  we  find  it,  even  though  there  is 
nothing  apparently  present  in  the  heart,  we  look  extra 
carefully.  I’d  say  the  majority  have  had  concomitant 
coronary  diseases. 

Dr.  White:  We  did  get  some  help  from  the  Fram- 
ingham study.  Now  this  is  a follow-up.  You  know  the 
Framingham  study  in  Massachusetts  that  has  been  going 
on  five  years  or  more?  There  have  been  more  fresh  cases 
of  coronary  thrombosis  in  those  who  showed  important 
degrees  of  aortic  sclerosis  at  the  beginning.  There’s  some- 
thing in  it,  but  I don’t  think  it’s  as  striking  as  our  Rus- 
sian friends  think. 

Moderator:  What  are  the  present  hopes  for  reversing 
early  atherosclerosis? 

Dr.  White:  I think  nature’s  done  a very  good  job 
with  development  of  a collateral  circulation.  I believe 
that  the  improvement  that  will  come  isn’t  from  dissolv- 
ing any  of  the  difficulty  that’s  already  in  our  arteries, 
but  in  stopping  the  process  or  slowing  it  up  so  that  we 
don’t  speed  up  the  process,  the  evolution,  of  atherosclero- 
sis in  the  arteries  of  different  areas  of  our  body.  Mean- 
while, nature  does  supply  us  with  a slowly  developing 
collateral  circulation. 

That  explains  the  recovery  from  angina  pectoris  de- 
cubitus when  you  may  not  do  anything.  And  it  explains 
also  a good  many  other  things  with  reference  to  the 
cerebral  circulation  as  well.  The  development  of  collat- 
eral circulation  saves  many  lives,  and  in  many  of  us  this 
development  is  going  on  ahead  of  any  evidence,  either 
symptomatic  or  objective,  of  serious  sclerosis. 

So  as  Bloomgart  and  Schlessing  proved  years  ago,  you 
can  have  complete  occlusion  of  one  of  the  coronary  ves- 
sels in  the  main  trunks  with  never  any  evidence  of  seri- 
ous envolvement  of  the  heart.  In  other  words,  they  aren’t 
exactly  the  same.  You  can  have  coronary  disease  without 
coronary  heart  disease.  But  they  often  go  together,  of 
course. 

Dr.  Dimond:  I’ve  been  intrigued  by  this  one  article 
from  George  Keren’s  group  when  he  was  in  Kansas.  It 
was  an  experiment.  He  paired  off  rabbits  and  fed  them 
intensively  to  produce  intimal  deposits,  the  Grade  1 that 
Dr.  White  showed  this  morning  — the  intimal  streaking, 
and  in  giving  a cholesterol  inhibitor  he  could  mobilize 
this  and  the  vessel  went  back  to  smooth  integument, 
which  I think  means  that  there  might  be  a certain  de- 
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gree  of  being  able  to  pull  this  material  back  in. 

Dr.  White:  I’ve  used  this  in  some  of  my  arguments 
with  patients  as  a probability,  but  I hadn’t  the  evidence. 
It  would  be  nice  to  be  able  to  say,  “Well,  you’re  getting 
rid  of  the  last  of  the  most  recently  deposited  rust  as 
well  as  developing  the  collateral  circulation.” 

Moderator:  There  have  been  several  questions  about 
proxysmal  atrial  tachycardia.  Dr.  Dimond,  the  first  one 
is,  what  is  your  choice  for  prevention  of  chronic  recur- 
rent PAT? 

Dr.  Dimond:  If  the  person  has  really  had  a protracted 
number  of  episodes  and  they  have  kept  recurring  and  re- 
curring, I think  full  digitalization  is  a proper  and  reliable 
means  of  preventing  PAT,  paroxysmal  atrial  tachycardia, 
from  recurring.  This  is  not  always  necessary,  and  quini- 
dine  given  in  something  like  .3  or  .6  q.i.d.  is  a useful 
means.  But  the  two  single  ways  which  we  have  treated 
recurrent,  irritating  to  the  person,  paroxysmal  atrial  tach- 
ycardia are  either  full  digitalization  with  maintenance 
on  quinidine,  assuming  that  you’ve  convinced  the  indi- 
vidual that  coffee  and  tea  and  nicotine  should  have  been 
taken  away  early,  and  assuming  that  you’re  not  dealing 
with  a toxic  patient,  but  particularly  those  noxious  things 
that  he  might  be  taking. 

Moderator:  In  the  same  line,  does  morphine  have  a 
role  in  the  treatment  of  stopping  PAT? 

Dr.  Dimond:  I have  on  occasion  used  morphine,  but 
I’d  have  to  say  this  depends  a great  deal  upon  how 
agitated  and  scared  and  excited  the  person  is.  Not  in- 
frequently, we  will  give  barbiturates  when  a person 
first  comes  to  the  institution  and  is  upset  and  agitated, 
but  we  don’t  go  directly  into  this. 

Dr.  White:  May  I tell  of  one  story  about  a patient 
who  came  in  very  seriously  ill  with  the  diagnosis  of  per- 
sistently recurrent  paroxysmal  tachycardia?  But  we  quick- 
ly found  that  this  patient  was  a morphine  addict.  Some 
five  or  ten  years  earlier  during  the  first  attacks  of 
paroxysmal  tachycardia  morphine  had  been  given,  had 
relieved  a good  deal  of  stress  at  the  time.  And  the  next 
attack  was  bothersome.  Morphine  was  given  again. 

When  I went  in  to  see  her,  she  was  practically  an  in- 
valid, practically  bedridden,  we  found  no  evidence  of 
heart  disease.  I felt  her  pulse  and  she  said,  “There’s 
one,”  and  her  pulse  went  up  perhaps  ten  beats  from  90 
to  100.  She  felt  she  was  having  an  attack  of  paroxysmal 
tachycardia  and  must  have  morphine  at  once. 

It  took  quite  a while  to  get  her  straightened  out.  She 
was  eventually,  but  she  had  no  more  or  no  obvious 
paroxysms  of  tachycardia.  But  she  had  this  reflex,  you 
see,  this  feeling  that  every  time  her  heart  rate  went  up 
even  ten  beats  she  was  having  an  attack  and  must  have 
morphine. 

Dr.  Harvey:  This  reminded  me  of  a doctor  in  Wash- 
ington who  has  had  an  experience  in  treating  paroxysmal 
atrial  tachycardia  in  a little  girl.  He’s  made  repeated 
observations  over  the  years.  When  he  first  saw  her,  he 
couldn’t  stop  it;  so  he  held  her  up  by  her  feet  and  shook 
her,  which  stopped  the  tachycardia.  He  then  learned  he 
could  do  this  every  time. 

We  asked  him  at  what  age  this  was  proper  to  stop 
tachycardias.  But  apparently  it’s  been  over  several  years 
now  that  he’s  done  this,  and  he’s  recorded  this  under 


writer  tracings;  so  now  he  has  the  girl  lean  over  the  bed 
with  her  head  down. 

Dr.  White:  I’m  sure  that  many  have  had  the  oppor- 
tunity to  find  that  attacks  can  be  stopped  by  one  meas- 
ure or  another.  I always  try  carotid  sinus  pressure  in 
the  presence  of  an  attack. 

One  case,  a woman  in  her  70’s,  suddenly  had  a cessa- 
tion of  her  attack,  and  when  I pressed  upon  her  carotid 
sinus,  she  looked  up  and  said,  “I  wish  I’d  known  that  50 
years  ago.”  For  50  years  she  had  had  paroxysms  of  tachy- 
cardia. After  that,  she  was  able  to  stop  her  own  attacks 
by  carotid  sinus  pressure. 

But  the  particular  occasion  I want  to  speak  of  was  a 
colleague  of  ours  who  had  been  having  for  a good  many 
years  paroxysms  of  tachycardia,  sometimes  flutter,  some- 
times fibrillations,  sometimes  atrial  tachycardia,  I don’t 
think  ventricular  tachycardia.  But  he  was  miserable  with 
attacks  coming  every  day. 

Because  he  had  a good  deal  of  hypertension  at  the 
time,  he  really  had  to  lie  down  most  of  the  day  when 
he  had  these  attacks  recurrently,  stopping  them  very 
frequently  by  very  heroic  measures. 

After  five  years  of  invalidism,  we  advised  full  digitali- 
zation, which  didn’t  seem  to  work  at  first.  We’d  hope  to 
produce  atrial  fibrillation  persistently,  and  finally  we  did 
only  by  increasing  the  dose,  as  William  Withering  had 
advised,  to  five  times  the  expected  saturation  dose  and 
since  then  he  has  been  perfectly  comfortable  with  atrial 
fibrillation  and  the  rate  kept  at  a low  good  rate  by  five 
times  the  average  daily  dose. 

In  other  words,  you  may  need  to  give  digitalis  until 
it  has  an  effect,  either  toxic  or  therapeutic.  I wonder  if 
the  others  would  speak  on  their  experience  with  carotid 
sinus  pressure? 

Dr.  W.  Proctor  Harvey,  whose  specialty 
is  cardiovascular  disease,  is  on  the  faculty 
of  Georgetown  University  Hospital,  Wash- 
ington, D.  C. 


Dr.  Harvey:  I think  the  yield  is  about  the  same  as 
you  have  indicated,  Dr.  White.  If  you  give  some  agent 
fo  raise  the  intravascular  pressure  a bit  prior  to  it,  I 
think  you  increase  the  response.  None  of  us  has  so  far 
mentioned  that  in  certain  individuals  with  normal  PBI.’s 
and  B.M.R.’s  who  have  constant  atrial  arrhythmias  which 
interrupt  their  well-being  can  be  imperatively  treated 
with  radioactive  iodine.  Elliot  Cardayhas  demonstrated 
this  very  nicely. 

Dr.  Dimond:  I would  say  that  the  majority  of  patients 
we  have  seen  have  been  stopped  with  carotid  pressure. 
The  one  trick  that  we  also  learned  was  that  by  putting 
her  hands  in  ice  water,  one  patient,  in  effect  was  getting 
the  cold  pressor  test  and  some  elevation  of  the  pressure. 
And  then  the  carotid  pressure  would  work.  Her  father 
was  a doctor,  and  she  remembered  that  he  would  advise 
patients  with  similar  things  to  get  in  a tub  of  cold  water. 
So  it  is  interesting  how  these  things  have  been  handed 
down. 

Moderator:  Thank  you,  gentlemen. 
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Combined  Diuretic  Therapy 

with  Steroids 
in  Resistant  Patients 


Alfred  M.  Steinman,  M.D. 


The  treatment  of  the  edematous  patient  resistant  to  usual  methods  of 
management  can  occasionally  be  improved  by  a planned  program.  The  au- 
thor outlines  the  physiological  mechanisms  involved  and  the  benefits  to  be 
derived  from  an  intelligent  use  of  diuretics,  particularly  the  aldosterone- 
blocking agents. 


BEFORE  we  consider  the  therapy  of  the  ede- 
matous state,  we  must  take  full  cognizance  of 
the  various  factors  which  can  operate  to  produce 
that  state. 

Perhaps  the  initial  item  of  importance  is  the 
delivery  to  the  glomerulus  of  an  adequate  flow 
of  blood  and  the  ability  of  the  glomerulus  to  fil- 
ter an  adequate  volume  from  this  load.  A suffi- 
cient glomerular  filtrate  must  be  formed  before 
any  tubular  action  could  reach  clinically  signifi- 
cant importance. 

The  glomerular  filtration  rate  can  be  improved 
in  certain  circumstances.  An  example  of  this  is 
the  fact  that  the  gluco-corticoids  elevate  a de- 
pressed glomerular  filtration  rate  resulting  from 
adrenal  insufficiency. 

In  humans  with  normally  functioning  adrenal 
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glands,  as  well,  the  glomerular  filtration  rate  in- 
creases with  large  doses  of  this  type  of  steroid.1 
Gluco-corticoids  with  reduced  mineralo-eorticoid 
activity  such  as  6 methylprednisolone  are  the 
most  active  in  this  regard. 

A considerable  elevation  of  the  glomerular  fil- 
tration rate  and  filtration  fraction  results  from 
the  administration  of  the  gluco-corticoids.2  It  is 
well  known  that  the  intravenous  administration 
of  aminophylline  will  produce  a similar  change. 
Once  this  filtrate  is  delivered  to  the  tubule  dra- 
matic changes  can  occur.  It  is,  however,  vital 
that  the  tubular  cells  are  able  to  respond  to  their 
stimuli  in  effecting  water  and  ionic  transport 
across  the  cell  membrane. 

In  the  proximal  convoluted  tubule,  sodium, 
potassium,  bicarbonate,  phosphate,  chlorine,  and 
water  are  reabsorbed  in  amounts  dictated  by  the 
osmotic  load,  blood  pH.,  blood  calcium  level, 
carbonic  anhydrase,  blood  glucose  level,  para- 
thyroid hormone  and  the  osmolality  of  the  blood 
in  this  area  of  the  kidney.  It  is  in  this  site  that 
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mercurial  and  thiazide  diuretics,  osmotic  diur- 
etics, and  blood  glucose  level  have  their  primary 
activity. 

Carbonic  anhydrase  acts  in  both  the  proximal 
and  distal  tubular  sites.  Excessive  reabsorption 
of  water  and  electrolytes  from  the  filtrate  in  the 
proximal  area  may  prevent  delivery  to  the  distal 
tubule  of  a sufficient  quantity  of  these  materials 
to  allow  clinically  significant  distal  tubular  ac- 
tivity. 

The  loop  of  Henle  is  another  area  where  sodi- 
um reabsorption  occurs.  Its  control  is  not  under- 
stood. This  activity  can,  however,  be  inhibited 
by  a greatly  increased  osmotic  load,  perhaps  by 
mercurial  diuretics,  and  the  combination  of  hy- 
percalcemia and  hypokalemia.  This  is  not  a ma- 
jor area  in  which  water  removal  occurs. 

In  the  distal  convoluted  tubule  there  are  a 
number  of  interesting  and  complex  activities.  Of 
particular  importance  is  the  exchange  of  potas- 
sium and  hydrogen  ions  for  sodium.  This  is  pri- 
marily under  the  control  of  the  mineralo-corti- 
coids  and  carbonic  anhydrase. 

Reabsorption  of  Water 

Carbonic  anhydrase  activity  is  necessary  for 
the  sodium-hydrogen  exchange  provided  that 
aldosterone  is  present  in  physiologic  amounts. 
Water  in  the  distal  convoluted  tubule  is  reab- 
sorbed under  the  influence  of  the  anti-diuretic 
hormone.  The  same  is  true  of  water  in  the  col- 
lecting duct. 

From  the  diversity  of  activities  observed  in 
the  distal  convoluted  tubule  and  in  view  of  the 
exchange  mechanisms  operative  at  this  site,  this 
area  has  assumed  increasing  importance  in  the 
consideration  of  water  and  electrolyte  diuresis. 
Alterations  may  occur  in  the  distal  tubule  be- 
cause of  increased  aldosterone  activity  in  an  ede- 
matous state. 

This  superficial  tour  through  the  renal  tubule 
gives  us  a basis  for  physiologic  approach  to 
the  therapy  of  the  refractory  patient.  Refractory 
edema  or  ascites  can  be  defined  as  the  situation 
existing  when  the  edematous  patient  does  not 
respond  to  therapy  that  has  been  designed  to 
produce  a maximum  glomerular  filtration  rate, 
maximum  inhibition  of  sodium  and  water  reab- 
sorption at  the  proximal  tubular  site,  and  the  de- 
livery to  the  collecting  tubule  of  a maximum 
amount  of  water  and  sodium. 

This  includes  dietary  salt  restriction,  bed  rest, 


the  achievement  of  maximum  cardiac  compensa- 
tion, the  use  of  adequate  amounts  of  thiazide  or 
mercurial  diuretic  agents  with  potassium  supple- 
mentation as  indicated  and,  in  the  case  of  as- 
cites, the  removal  of  a modest  amount  of  the 
ascitic  fluid. 

The  use  of  aminophylline  and/or  gluco-corti- 
coids  to  improve  the  glomerular  filtration  rate 
might  be  considered  as  something  more  than  or- 
dinary therapy. 

Additional  Therapeutic  Agents 

At  any  rate,  the  utilization  of  all  these  thera- 
peutic measures  without  the  achievement  of  di- 
uresis would  still  allow  the  use  of  three  addition- 
al therapeutic  agents : 

1 ) The  use  of  an  osmotic  diuretic  such  as  urea 
or  mannitol  would  tend  to  limit  the  resorption  of 
water  and  sodium  at  the  proximal  convoluted 
tubular  site.  It  would  have  a similar  effect  on 
sodium  in  the  loop  of  Henle,  and  would  also 
function  by  inhibiting  water  resorption  in  the 
collecting  duct.  This  type  of  agent,  therefore, 
would  act  to  increase  the  water  and  sodium  load 
delivered  to  the  distal  convoluted  tubule. 

2 ) The  administration  of  a carbonic  anhydrase 
inhibitor  would  inhibit  the  exchange  of  hydro- 
gen for  sodium  in  the  distal  tubule. 

3)  Perhaps  the  most  important  agent  that 
could  act  in  this  distal  tubular  site  to  promote 
sodium  diuresis  would  be  the  administration  of 
a spirolactone,  since  aldosterone  could  theoreti- 
cally negate  all  of  the  sodium  rejection  by  the 
proximal  tubular  cell.  Anti-diuretic  hormone  ac- 
tivity would  be  overcome  to  a large  degree  by 
the  presence  of  a greatly  increased  osmotic  load 
in  the  distal  convoluted  and  collecting  tubules. 

An  example  of  the  usefulness  of  aldosterone 
antagonism  and  other  therapeutic  measures  in 
producing  a sodium  and  water  diuresis  in  re- 
fractory cases  follows: 

A ten  year  old  girl  with  a nephrotic  syndrome 
due  to  chornic  glomerulonephritis  proven  by  re- 
nal biopsy  was  treated  for  two  years  with  pred- 
nisone with  no  discernible  effect.  The  addition 
of  thiazide  diuretics  also  failed  to  produce  a 
diuresis.  Her  sodium  output  was  less  than  one 
milliequivalent  per  day. 

A spirolactone  was  then  started  and  was  fol- 
lowed by  a gradually  improving  response  in 
terms  of  sodium  excretion.  A maximum  excre- 
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tion  of  50  milliequivalents  of  sodium  per  day 
was  achieved  on  the  starting  dose.  It  is  desirable 
to  attempt  to  reach  and  maintain  an  excretion 
of  approximately  100  milliequivalents  of  sodium 
per  day.  Therefore,  the  dose  of  the  spirolaetone 
was  doubled.  But  this  did  not  increase  the  sodi- 
um excretion. 

At  this  point  50  milligrams  of  hydrochlorothi- 
azide was  given  daily.  And  this  drug,  which  pre- 
viously was  not  effective,  now  doubled  the  uri- 
nary sodium  excretion.  Some  twenty  pounds  of 
water  were  lost  during  this  period.  Since  forty 
pounds  of  edema  fluid  was  estimated  to  be  pres- 
ent and  the  remaining  twenty  pounds  could  not 
be  mobilized  by  this  program,  an  osmotic  diur- 
etic was  added. 

Effective  Diuresis 

One  hundred  and  fifty  grams  of  mannitol  was 
infused  intravenously  followed  by  a marked  wa- 
ter and  sodium  diuresis.  The  sodium  diuresis 
persisted  for  several  days.  The  utilization  of  ther- 
apeutic agents  given  in  an  additive  fashion  made 
use  of  the  physiologic  principles  discussed  pre- 
viously and  produced  the  desired  results. 

The  following  occurred  in  a patient  with  rheu- 
matic heart  disease  and  severe  congestive  heart 
failure.  The  weight  chart  indicated  the  lack  of 
response  to  mercurials  and  chlorothiazide. 

Because  of  this  patient's  near  terminal  state, 
treatment  was  started  without  baseline  studies. 
A spirolaetone  was  added  to  the  previous  treat- 
ment which  consisted  of  a chlorothiazide,  para- 
centesis, mercurials  and  digitalis.  This  was  fol- 
lowed by  a 25  pound  weight  loss  in  nine  days. 
It  was  then  elected  to  examine  the  effect  of 
aminophylline.  This  resulted  in  a marked  in- 
crease in  sodium  excretion  during  the  two  days 
of  therapy  with  this  agent. 

Another  example  follows: 

A 53-year-old  male  with  cirrhosis,  ascites  and 
edema  was  studied  for  an  initial  nine  days  dur- 
ing which  no  drugs  were  given.  There  was  a 
progressive  weight  gain. 

The  sodium  intake  was  60  milliequivalents  per 
day  during  the  first  eight  days.  It  was  subse- 
quently reduced  to  10  milliequivalents  per  day 
and  then  increased  again.  Changes  in  dietary 
sodium  caused  alterations  in  body  weight. 

The  excretion  of  sodium  was  less  than  one 
milliequivalent  per  day  regardless  of  the  intake. 
At  all  times,  with  the  possible  exception  of  one 
occasion  while  on  a spirolaetone,  the  urine  os- 
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molality  exceeded  the  serum  osmolality. 

When  a spirolaetone  was  given  alone,  the  uri- 
nary sodium  reached  prominent  values  for  the 
first  time.  When  the  spirolaetone  was  stopped, 
mercurial  and  thiazide  therapy  was  begun. 

This  resulted  in  a slight  increase  in  sodium 
excretion  and  a marked  increase  in  potassium 
excretion.  The  potassium  excretion  fell  as  the 
serum  potassium  fell. 

The  same  patient  developed  hepatic  coma  fol- 
lowing a hemorrhage  from  a ruptured  esopha- 
geal varix. 

The  spirolactones  did  not  produce  significant 
diuresis  when  given  alone.  The  combination  of  a 
spirolaetone  and  chlorothiazide  produced  a 
marked  increase  in  the  urinary  sodium  excretion. 
The  addition  of  prednisone  was  followed  by  a 
prompt  water  diuresis.  In  this  instance,  also,  the 
urine  osmolality  always  exceeded  the  serum  os- 
molality Subsequently,  because  of  a dilutional 
hyponatremia,  water  was  restricted  and  the  only 
way  that  water  could  be  removed  was  by  using 
an  osmotic  diuretic.  This  kept  the  osmolality 
high  but  increased  urine  volume.  The  proximal 
tubular  diuretic  agents  when  given  with  a spiro- 
lactone  did  not  cause  a potassium  diuresis,  but 
did  when  they  were  given  alone. 

In  Summary 

In  summary,  we  are  dealing  with  a complex 
physiologic  state  which  is  altered  by  many  in- 
dependent factors.  The  recognition  of  the  role 
of  these  factors  in  fluid  and  electrolyte  metabo- 
lism is  of  prime  importance  for  the  intelligent 
treatment  of  the  edematous  state. 

When  diuresis  is  difficult  to  produce,  the  use 
of  combined  therapeutic  measures  can  be  of 
great  value  when  the  selection  of  therapeutic 
agents  is  made  in  the  light  of  the  physiologic 
mechanisms  involved. 

Since  an  effective  diuresis  produced  in  the 
proximal  tubular  site  can  be  negated  in  the  dis- 
tal tubule,  the  advent  of  aldosterone  blocking 
agents  has  improved  diuretic  therapy  so  that  it 
is  possible  to  reverse  much  of  the  altered  phy- 
siology of  the  edematous  state. 

t 

REFERENCES 

1.  Dingman,  J.  F.;  Ginkenstadt,  J.  T.;  Laidlaw,  J.  C.;  Remold, 
A.  E.;  Jenkins,  D.;  Merrill,  J.  P.;  and  Thom,  G.  W.:  Influence 
of  intravenously  administered  adrenal  steroids  on  sodium  and 
water  excretion  in  normal  and  Addisonian  subjects:  Metabolism, 
7:608,  1958. 

2.  Ingbar,  S.  J.;  Ralrnan,  A.  S.;  Burrows,  B.  A.;  Kass,  E.  H.; 
Sesson,  J.  H.;  and  Burnett,  C.  H.:  Changes  in  normal  renal  func- 
tion resulting  from  cortisone  and  ACTH.  Journal  of  clinical  in- 
vestigation, 29:824,  1950. 


February,  1963 


31 


Original  Articles 


Bilateral  Occlusion 

of  the 
Carotid  Artery 

Hal  W.  Pittman,  M.D. 
Douglas  D.  Gain,  M.D. 


Carotid  insufficiency  is  being  recognized  more  frequently  due  to  presen- 
tations such  as  this.  A swift  diagnostic  and  surgical  approach  can  occasion- 
ally reclaim  the  victim  of  acute  carotid  occlusion.  Total  bilateral  acute 
occlusion,  while  clinically  overwhelming,  may  respond  to  the  same  aggres- 
sive approach. 


THEROSCLEROSIS  of  the  internal  carotid 
artery  is  now  recognized  as  an  important 
cause  of  neurologic  disease. 

The  purpose  of  this  paper  is  to  present  a 
discussion  of  carotid  atherosclerosis,  and  a case 
of  occlusion  of  both  internal  carotid  arteries  by 
atherosclerosis  and  superimposed  thrombus,  and 
to  postluate  an  etiological  mechanism  in  this 
particular  case. 

Attention  is  now  focused  upon  carotid  artery 
disease  as  a possible  cause  of  neurologic  sympto- 
matology. 

By  far  the  most  common  cause  of  reduced 
blood  flow  through  the  carotid  artery  is  athero- 
sclerosis of  the  proximal  portion  of  the  internal 
carotid  artery.  Failure  of  routine  examination  of 
the  internal  carotid  arteries  at  autopsy  plus  the 
late  development  of  carotid  arteriography  de- 
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layed  recognition  of  the  importance  of  this  con- 
dition. 

Our  current  thinking  in  cerebral  vascular  dis- 
ease has  now  progressed  to  the  point  that  when- 
ever a patient  with  cerebral  vascular  disease  is 
encountered  the  question  immediately  comes  up 
of  the  possibility  of  extracranial  occlusion  of  the 
arterial  circulation. 

In  432  consecutive  autopsies,  Fisher1  found 
that  6.5  per  cent  had  complete  occlusion  of  one 
or  both  common  or  internal  carotid  arteries.  An- 
other 3 per  cent  had  severe  stenosis  so  that  the 
diameter  of  the  artery  was  0.5  mm  or  less. 

The  most  common  site  for  extracranial  athero- 
sclerosis leading  to  a reduction  in  cerebral  blood 
flow  is  the  internal  carotid  artery  just  distal  to 
the  bifurcation.  Males  are  more  commonly  af- 
fected than  females.  And  the  left  side  is  more 
commonly  affected  than  the  right  because  of  in- 
creased stress  brought  about  by  a more  direct 
channel  of  flow  from  the  aorta. 

Atherosclerotic  plaque  in  the  proximal  inter- 
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nal  carotid  artery  is  more  common  than  in  any 
other  artery  of  the  body  except  the  abdominal 
aorta.  A frequent  finding  is  superimposition  on 
the  atheromatous  plaque  of  a thrombus  which 
may  propagate  upward. 

Symptoms  produced  by  carotid  atherosclerosis 
are  those  expected  as  a result  of  reduced  cere- 
bral blood  flow  and  consist  of  hemiplegia,  hemi- 
anesthesia, aphasia,  hemianopsia,  mental  dis- 
turbance, convulsions,  and  in  addition  may  in- 
clude headaches.  Ipsilateral  visual  disturbances 
may  result  from  reduction  in  blood  flow  to  the 
optic  nerve  or  retina. 

Effect  of  Flow 

In  the  temporal  sphere  symptoms  are  distribu- 
ted in  accordance  with  the  manner  in  which  the 
blood  flow  is  affected.  For  example  if  blood  flow 
in  one  carotid  artery  is  suddenly  shut  off  by 
superimposed  thrombosis  on  an  atheromatous 
plaque,  the  patient  may  experience  symptoms  of 
apoplectiform  onset. 

On  the  other  hand  if  a cylindrical  plaque  of 
atheroma  builds  up  gradually,  the  patient  is  apt 
to  have  transient  episodes  of  one-sided  cerebral 
dysfunction  occurring  when  systemic  hypoten- 
sion causes  a reduction  in  cerebral  blood  flow. 

Intermittency  of  symptoms  can  also  be  pro- 
duced by  distal  embolization  with  resultant  small 
ischemic  lesions  from  which  the  brain  can  re- 
cover. 

Clinical  recognition  of  carotid  artery  occlusion 
is  sometimes  possible  by  the  neurologic  symptom 
complex.  However  the  frequency  with  which 
associated  lesions  such  as  brain  tumors  are  found 
should  make  one  wary  of  making  such  a diagno- 
sis without  arteriographic  confirmation. 

The  absence  of  palpable  pulsations  over  the 
internal  carotid  artery  is  unreliable  since  pulsa- 
tions are  frequently  transmitted  along  a com- 
pletely obstructed  vessel.  A bruit  is  frequently 
heard  over  a partially  occluded  artery. 

Production  of  symptoms  such  as  clonic  spasms 
or  loss  of  consciousness  on  manual  occlusion  of 
the  opposite  carotid  artery  in  the  neck  is  pre- 
sumptive evidence  but  should  not  be  relied  upon. 
Excessively  vigorous  palpation  of  a diseased 
carotid  artery  may  dislodge  a thrombus.  Oph- 
thalmodynamometry is  a valuable  diagnostic 
measure  but  is  not  infallible. 

The  only  certain  method  of  diagnosis  is  arteri- 
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ography.  Arteriography  is  necessary  not  only 
from  the  standpoint  of  diagnosis  but  also  as  a 
surgical  guide. 

Atheroma  may  be  present  at  more  than  one 
site  and  may  be  more  severe  on  the  side  ipsilat- 
eral to  the  neurologic  symptoms  than  on  the  ex- 
pected side.  Intrathoracic  atheroma  at  the  com- 
mencement of  the  innominate  or  left  common 
carotid  or  vertebral  arteries  is  a fairly  common 
finding. 

The  value  of  serial  arteriographic  films  cannot 
be  overemphasized.  A single  film  showing  filling 
of  the  intracranial  carotid  system  might  mislead 
the  examiner  into  thinking  that  the  cervical  por- 
tion of  the  carotid  artery  was  patent  if  serial 
films  did  not  show  that  the  filling  had  come 
about  through  collateral  circulation. 

Our  case  shows  that  in  spite  of  bilateral  inter- 
nal carotid  occlusion,  enough  contrast  medium 
has  reached  the  intracranial  circulation  by  anas- 
tomotic channels  to  give  good  visualization. 
However  it  is  not  until  later  in  the  sequence  of 
films  that  intracranial  filling  reaches  its  maxi- 
mum. 

Another  value  of  serial  films  is  to  give  the  ex- 
aminer an  estimation  of  the  circulation  time, 
which  may  be  delayed  in  stenosis  due  to  athero- 
ma. Anastomotic  channels  are  frequently  visible 
on  arteriograms. 

Case  Presentation 

This  62-year-old  white  male,  heavy  equipment 
operator,  was  in  good  health  until  shortly  before 
admission  when  he  sustained  a minor  injury  as 
a result  of  backfiring  of  a motor  as  he  was  pull- 
ing on  a cord  attempting  to  start  it. 

The  patient  was  unable  to  continue  work  that 
day  and  fell  several  times  during  the  day.  Three 
days  later  he  was  admitted  to  a hospital  else- 
where and  later  transferred  to  a Phoenix  hospi- 
tal. 

Past  medical  history  indicated  that  the  patient 
had  had  an  automobile  accident  in  1933  in  which 
he  fractured  his  left  arm  and  several  ribs  and 
required  hospitalization  for  two  months.  In  1944 
he  was  involved  in  an  airplane  accident  in  which 
he  broke  his  left  shoulder  and  may  have  in- 
jured his  cervical  spine. 

On  physical  examination  the  patient  was  inter- 
mittently confused.  There  were  a few  abrasions 
over  the  forehead.  The  neck  was  supple.  Carotid 
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Cervical  spine.  The  large  bony  spur  at  C3-4  may  have 
been  due  to  an  airplane  accident  in  1944. 


Left  surgical 
specimen.  Arterio- 
sclerotic plaque 
(top)  fractionated 
by  surgical  re- 
moval. Thrombus 
(bottom),  superim- 
posed on  the  cy- 
lindrical plaque 
and  extending  into 
the  intracranial 
portion  of  the  in- 
ternal carotid  ar- 
tery. The  findings 
on  both  the  right 
and  the  left  sides 
were  similar. 


pulsations  were  easily  palpable,  and  there  was 
no  bruit  on  auscultation. 

There  were  left  facial  paresis  of  central  type 
and  right  hemiparesis  with  extensor  toe  sign. 
Hearing  was  moderately  impaired  bilaterally. 

The  patient,  at  times,  appeared  to  have  a right 
homonymous  hemianopsia,  and  at  times  there  ap- 
peared to  be  some  impairment  in  conjugate  gaze 
to  the  left.  There  was  no  evidence  of  increased 
intracranial  pressure. 

Carotid  Angiography 

Bilateral  carotid  angiography  was  carried  out 
under  general  endotracheal  anesthesia  using  per- 
cutaneous puncture  of  the  common  carotid  ar- 
teries. Films  showed  complete  obstruction  of  the 
right  and  left  internal  carotid  arteries  at  the 
commencement  of  the  internal  carotid  arteries 
except  for  a questionable  trickle  along  the  an- 
terior wall  of  the  right  internal  carotid  artery. 
Collateral  circulation  was  visualized. 

The  intracranial  portion  of  the  right  and  the 
left  internal  carotid  arteries  filled  by  means  of 
collateral  circulation;  maximal  intracranial  fill- 
ing occurring  3 or  4 seconds  after  injection. 

A large  osteoarthritic  spur  projecting  anteri- 
orly at  the  C3-4  interspace  was  seen  on  the 
films  and  also  was  noted  by  the  anesthesiologist 
during  the  process  of  intubation.  In  fact,  the 
anesthesiologist  had  a great  deal  of  difficulty  in- 
tubating the  patient  because  of  the  presence  of 
this  bony  spur. 

Under  general  endotracheal  anesthesia  the 
right  and  left  carotid  arteries  were  exposed  in  the 
neck  on  two  separate  occasions.  Findings  were 
similar  on  the  two  sides. 

The  proximal  portion  of  the  internal  carotid 
artery  contained  a cylindrical  atheromatous 
plaque  which  completely  encircled  the  artery 
and  extended  upward  into  the  internal  carotid 
artery  and  retrograde  into  the  common  carotid 
artery  with  a slight  extension  into  the  external 
carotid  artery. 

In  addition  to  the  atheromatous  plaque  there 
was  a fresh  thrombus  superimposed,  which  com- 
pletely obstructed  the  internal  carotid  circula- 
tion. This  fresh  thrombus  extended  upward  far- 
ther than  the  atheromatous  plaque  and  actually 
extended  into  the  intracranial  portion  of  the  in- 
ternal carotid  artery. 

After  the  removal  of  the  atheromatous  plaque 
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Preoperative  carotid  arteriogram,  right. 


Occlusion  of  cervical  portion  of  in-  Late  intracranial  arterial  filling  via 

ternal  carotid  artery  except  for  a trickle  ophthalmic  and  external  carotid  ar- 

of  dye  along  anterior  wall  of  artery.  teries. 


Preoperative  carotid  arteriogram,  left. 


Early  arterial  phase  showing  occlu-  Late  arterial  phase  showing  colla-  Intracranial  filling  5 seconds  after 
sion  of  cervical  portion  of  internal  teral  circulation  through  external  car-  injection  of  bypass, 
carotid  artery.  otid  arterial  system. 


Postendarterectomy  arteriograms. 


Right  side,  early  arterial  phase  (at  left).  Left 
side,  early  arterial  phase  (in  center.)  Left  side,  late 
phase  (at  right).  Endarterectomy  failed  to  re- 
establish internal  carotid  blood  flow  is  demon- 
strated by  complete  obstruction  of  both  the  right 


and  left  internal  carotid  arteries  on  the  early 
arterial  phase  arteriogram.  Intracranial  carotid 
filling  via  collateral  channels  was  demonstrated 
postoperatively  as  before. 
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and  after  removal  of  the  fresh  thrombus,  a cath- 
eter was  inserted  into  the  internal  carotid  ar- 
tery as  far  superiorly  as  was  permitted.  Suction 
applied  to  this  catheter  yielded  additional  fresh 
clot.  In  this  manner  retrograde  flow  was  estab- 
lished on  the  left  side  but  no  retrograde  flow 
was  obtained  on  the  right.  Anticoagulants  were 
administered  postoperatively. 

Postoperative  arteriography  (see  previous 
page)  demonstrated  that  slight  circulation  had 
been  re-established  on  the  left  side  as  indicated 
by  a trickle  of  contrast  medium  into  the  intra- 
cranial circulation.  The  endarterectomy  on  the 
right  did  not  succeed  in  opening  the  carotid 
artery  further. 

Arteriography  again  demonstrated  collateral 
circulation  with  filling  of  the  intracranial  por- 
tion of  the  carotid  system  on  both  the  right  and 
the  left  sides  through  the  collateral  anastomoses. 

Clinically  the  patient  showed  little  alteration 
in  his  neurologic  picture  postoperatively.  He  con- 
tinued to  display  right  hemiparesis  and  a left 
central  facial  weakness  and  intermittent  confu- 
sion. He  remained  unable  to  work  on  account  of 
his  neurologic  disability. 

Treatment 

Obstructing  lesions,  especially  if  incomplete, 
are  generally  conceded  to  require  surgical  treat- 
ment. However  several  large  series  of  cases  have 
reported  improvement  from  anticoagulants  alone, 
especially  in  the  cases  of  transient  strokes. 

As  to  surgical  management,  endarterectomy 
is  the  procedure  of  choice.  During  the  removal 
of  the  lesion  a bypass  for  maintenance  of  arterial 
blood  flow  is  sometimes  of  great  importance. 

Temporary  bypass  may  be  accomplished  by 
means  of  an  internal  plastic  tube  or  by  means  of 
a so-called  external  bypass.  The  disadvantage  of 
the  bypass  is  that  additional  trauma  to  the  vessel 
may  be  produced  or  a thrombus  may  be  dis- 
lodged. 

After  removal  of  the  obstructing  lesion,  a patch 
graft  may  be  necessary  in  order  to  prevent  con- 
striction of  the  blood  vessel  as  a result  of  the  ar- 
teriotomy  incision.  Substitute  vessels  of  woven 
plastic  material  may  have  to  be  used  as  perma- 
nent bypasses  in  some  cases. 

A certain  amount  of  care  is  required  in  dis- 
secting out  the  vessels  in  order  to  avoid  dislodg- 
ing an  embolus.  There  are  many  strong  advo- 
cates for  the  use  of  local  anesthesia  in  order  to 


detect  immediately  any  untoward  effects  of  the 
surgical  procedure. 

The  reported  cases  indicate  that  circulation 
can  be  restored  in  a fairly  large  number  of  com- 
pletely occluded  vessels  as  indicated  by  a reflux 
flow  of  blood  at  surgery  and  later  confirmed  by 
postoperative  arteriography.  Circulation  can  be 
improved  in  the  majority  of  partially  obstructing 
lesions  as  demonstrated  by  improvement  in  the 
patient’s  clinical  condition  and  by  postoperative 
arteriograms. 

Contraindication  to  surgical  attack  upon  the 
obstructing  lesion  would  be  the  presence  of 
plaques  intracraniallv  not  accessible  in  the 
surgical  exposure.  The  surgical  procedure  itself 
is  not  a formidable  one  and  is  not  accompanied 
by  high  incidence  of  complications.  The  patient 
is  maintained  on  anticoagulant  therapy  for  sev- 
eral days  during  the  immediate  postoperative 
period. 

Proposed  Etiology 

Hyperostosis  of  cervical  vertebrae  is  postu- 
lated as  contributing  to  the  production  of  athero- 
sclerosis by  repeated  irritation  as  the  patient 
turned  his  head.  In  the  literature  such  factors 
are  spoken  of  in  reference  to  the  vertebral  artery 
and  also  the  carotid2. 

In  our  case  the  unusually  large  cervical  spur 
was  of  sufficient  size  and  in  proper  location  to 
irritate  the  carotid  artery.  The  acute  onset  of 
symptoms  in  our  case  was  presumed  to  be  due 
to  the  superimposed  thrombosis. 

Could  it  be  that  some  systemic  factor  facilita- 
ted clotting  so  that  thrombosis  occurred  in  both 
the  right  and  the  left  internal  carotid  arteries  at 
approximately  the  same  time?  Is  it  possible  that 
the  large  osteophyte  of  the  cervical  vertebrae 
had  something  to  do  with  the  simultaneous  for- 
mation of  thrombi  in  the  right  and  left  internal 
carotid  artery? 

Fields,  Edwards,  and  Crawford3  reported  16 
patients  with  complete  occlusion  of  the  carotid 
system  bilaterally  from  a total  of  646  patients 
examined  for  symptoms  suggesting  cerebral  ar- 
terial insufficiency.  Of  these  16  patients  15  were 
males  and  all  were  between  the  ages  of  45  and 
68.  Six  of  the  16  patients  had  minimal  neurolog- 
ical deficit  and  were  demonstrated  to  have  had 
adequate  collateral  circulation. 

In  all  of  their  cases  they  presumed  that  oc- 
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elusion  occurred  first  on  one  side  allowing  time 
for  collateral  circulation  to  develop. 

In  our  case  it  was  presumed  that  gradual  oc- 
clusion of  both  internal  arteries  was  progressing 
slowly  until  suddenly  completed  by  thrombus 
formation  on  both  sides  at  about  the  same  time. 

Comments 

This  previously  well  62-year-old  white  male 
had  the  acute  onset  of  bilateral  neurologic  symp- 
tomatology following  minimal  trauma  and  on 
examination  presented  bilateral  neurological 
signs. 

The  acute  onset  of  his  symptoms  are  explain- 
able on  the  basis  of  acute  thrombosis  of  both  the 
right  and  the  left  internal  carotid  arteries  in  the 
neck.  Fairly  severe  pre-existing  atheromatous 
plaques  of  both  the  right  and  left  internal  carotid 
arteries  had  produced  no  recognized  neurological 
symptoms  or  signs  before  the  acute  thrombosis. 

Though  the  thrombi  extended  throughout  the 
cervical  portion  and  into  the  intracranial  portion 
of  both  the  right  and  left  internal  carotid  arteries, 
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it  was  possible  to  extract  the  intracranial  por- 
tion of  the  thrombus  on  the  left  side  by  means 
of  aspiration  through  a catheter  introduced  into 
the  intracranial  portion  of  the  artery.  In  this 
fashion  a small  channel  of  blood  flow  was  re- 
established on  the  left  side. 

No  detectable  clinical  improvement  occurred 
as  the  result  of  this  additional  blood  flow 
through  one  internal  carotid  artery.  Postopera- 
tive collateral  circulation  remained  good  as  dem- 
onstrated by  filling  of  the  major  intracranial 
cerebral  arteries  on  serial  films  taken  after  in- 
jection of  opaque  dye. 

Repeated  trauma  to  the  carotid  arteries  by 
spur  formation  of  the  cervical  spine  at  C3-4  is 
postulated  as  a contributory  cause  of  the  athero- 
mata. 
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The  Physicians  Musical  Society  of  America 

I GROUP  of  Philadelphia  physicians  has  formed  a Doctor’s  Musical  Society, 
rl  Dr.  Eugene  Ormandy,  Director  of  the  Philadelphia  Orchestra,  is  consultant. 

Open  to  physicians  and  their  immediate  families,  the  society’s  objective  is  to 
perform  classical  symphonic,  chamber  and  choral  music  under  the  direction  of 
leading  conductors,  and  to  promote  fellowship  among  participating  physicians 
and  their  families. 

If  interested,  list  separately  for  each  person  the  musical  instrument  played, 
or  vocal  range,  along  with  the  three  most  available  months,  in  order  of  prefer- 
ence, and  forward  to: 

Doctor’s  Musical  Society 
c/o  Department  of  Pediatrics 
1025  W alnut  Street 
Philadelphia  7,  Pennsylvania 
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Survival  in  a Thermonuclear  War 

7.  Providing  Safe  Ventilation 


Solomon  Garb,  M.D. 


The  civil  defense  manual  issued  io  ihe  average  Soviet  citizen  places  early 
and  maximum  stress  on  shelter  ventilation.  This  practical  policy  is  in 
sharp  contrast  to  initial  U.S.  shelter  thinking  wherein  an  ample  supply  is  in 
food  received  equal,  if  not  greater,  priority.  This  is  so  despite  the  vital  im- 
mediate requirement  for  an  adequate  air  exchange  with  protection  from 
"A.B.C."  warfare  by  a tested  filter  system. 

In  this  chapter.  Dr.  Garb  reviews  this  problem  with  particular  stress  on 
the  value  of  the  absolute  type  A.B.C.  filter.  The  summary  tables  regarding 
ventilation  system  price  and  manufacture  are  excellent.  Climate  factors  in 
Arizona  may  further  emphasize  the  need  for  adequate  blower  type  venti- 
lation. 

Opposed  to  this,  and  suitable  in  some  areas,  is  a new  "diffusion  board" 
concept  of  the  Army  Chemical  Corps.  Basically  it  is  a porous  wall-board 
incorporating  activated  charcoal  and  thereby  affording  A.B.C.  warfare  pro- 
tection. It  relies  on  diffusion  to  permit  the  concomitant  escape  of  carbon 
dioxide  and  moisture  from  within  the  shelter  and  thus  avoids  the  problem 
of  forced  ventilation. 


SINCE  the  radioactive  contamination  after  a 
hydrogen  bomb  explosion  will  be  largely 
in  the  form  of  a dust,  that  dust  must  be  kept 
out  of  the  shelter  without  interfering  with  ade- 
quate ventilation. 

In  basement  shelters,  built  in  existing  houses, 
the  house  around  the  basement  provides  ade- 
quate protection  against  the  radioactive  dust 
getting  into  the  shelter. 

It  must  be  remembered  that  this  dust  is  not 
invisible  ordinarily,  nor  does  it  move  with  the 
same  speed  as  air  molecules.  It  is  very  much 
like  a handful  of  sand,  thrown  into  the  air. 

There  are,  in  addition,  particles  of  very  fine 
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radioactive  dust  produced  by  the  hydrogen  bomb 
explosion.  However,  these  very  fine  particles 
stay  up  in  the  air  for  long  periods  of  time  and 
lose  their  radioactivity  high  up  in  the  strato- 
sphere. 

The  radioactive  particles  with  which  we  are 
concerned  in  civil  defense  are  the  larger  par- 
ticles which  fall  to  earth  rapidly.  In  most  cases 
these  will  be  about  the  size  of  a grain  of  sand. 
Very  few  of  these  particles  will  get  through  any 
sort  of  cracks  in  windows  and  doors,  provided 
the  windows  and  doors  are  kept  closed. 

It  is  for  this  reason  that  the  civil  defense  au- 
thorities do  not  feel  that  filters  or  hand  blowers 
are  necessary  in  basement  shelters.  On  the  other 
hand,  the  safety  of  the  basement  shelter  in  rela- 
tion to  radioactive  dust  particles  is  based  entirely 
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on  the  assumption  that  doors  and  windows  all 
will  be  closed,  and  will  not  be  broken. 

This  may  not  prove  to  be  a completely  sound 
assumption.  The  blast  wave  from  a large  hydro- 
gen bomb  can  easily  shatter  windows  at  a twen- 
ty-five mile  radius.  Then  radioactive  particles 
could  get  into  the  basement  so  that  some  con- 
tamination of  the  basement  shelter  would  re- 
sult. This,  of  course,  must  be  kept  in  perspec- 
tive. 

It  is  assumed  that  there  will  be  no  windows 
whatever  in  the  shelter  area  itself.  If  a basement 
window  in  another  part  of  the  building  is  broken 
by  the  blast  and  radioactive  particles  move  along 
the  floor  toward  the  shelter  area,  the  amount  of 
contamination  involved  would  probably  not  be 
enough  to  cause  much  trouble.  At  the  most,  it 
might  make  a few  people  in  the  shelter  sick.  But 
it  is  hardly  likely  that  a lethal  dose  of  radiation 
would  be  involved.  Therefore,  air  filters  and 
blowers  are  not  absolutely  essential  in  a base- 
ment shelter. 

On  the  other  hand,  those  who  have  gone  to 
the  trouble  of  making  a basement  shelter  may 
feel  that  it  is  worthwhile  to  expend  a slight  de- 
gree of  extra  energy  and  money  to  increase  the 
safety  factor  by  eliminating  entirely  the  possi- 
bility of  radioactive  dust  seeping  toward  the 
shelter  from  a broken  window  or  door. 

Also,  the  availability  of  an  adequate  blower 
and  filter  will  make  the  stay  in  the  basement 
shelter  far  more  comfortable.  Under  those  cir- 
cumstances, the  addition  of  a blower  and  filter 
will  prove  to  be  quite  worthwhile. 

Shelters  which  are  separate  from  the  basement 
must  have  a blower  and  filter.  The  shelter  must 
be  sealed.  And  at  the  same  time  a constant  sup- 
ply of  fresh,  uncontaminated  air  must  be  pro- 
vided. To  do  this  requires  as  a minimum  a hand 
operated  blower,  a special  filter,  and  a series  of 
metal  pipes  for  intake  and  exhaust. 

Air  Blowers 

The  amount  of  air  needed  for  each  person  will 
vary  according  to  the  activity  of  the  occupants 
and  the  shelter  design.  Persons  at  rest  will  each 
need  about  3 cubic  feet  of  fresh  air  per  minute. 

Moderate  activity  will  raise  the  requirement 
to  5 cubic  feet  per  minute,  and  heavy  work  may 
raise  the  requirement  to  as  high  as  10  cubic  feet 
per  minute.  In  general,  it  is  safe  to  assume  that 
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no  more  than  moderate  work  will  be  done  and 
to  plan  the  ventilating  system  on  the  basis  of 
5 cubic  feet  of  fresh  air  per  person  per  minute. 

Unfortunately,  to  provide  5 cubic  feet  of  fresh 
air  per  minute  it  is  necessary  to  draw  more  than 
5 cubic  feet  into  the  shelter.  The  reason  for  this 
is  that  the  fresh  air  is  mixed  with  the  stale  air. 
When  more  fresh  air  is  drawn  in,  some  of  the 
fresh  air  is  pumped  out  with  the  stale  air. 

Shelter  Shape  and  Openings 

The  extent  of  this  mixing  varies  with  the  shape 
of  the  shelter  and  the  location  of  the  openings 
of  the  intake  and  exhaust  air  pipes.  If  these 
openings  are  close  together,  most  of  the  fresh 
air  coming  in  will  promptly  go  out  again. 

In  such  a situation,  to  get  50  cubic  feet  of 
usable  fresh  air  into  the  shelter,  it  may  be  neces- 
sary to  pump  over  500  cubic  feet  of  fresh  air  in. 
This  of  course  is  an  impossibility  in  a family 
shelter.  For  this  reason  the  intake  and  exhaust 
openings  must  never  be  close  together. 

Even  if  the  intake  and  exhaust  pipes  are  at 
opposite  ends  of  the  shelter  there  will  still  be  a 
considerable  loss  of  fresh  air  through  the  exhaust. 
The  amount  will  vary  depending  on  the  shape 
of  the  interior  of  the  shelter. 

If  the  shelter  has  the  form  of  a cube,  like  the 
reinforced  concrete  shelter,  mixing  of  fresh 
and  stale  air  will  be  very  extensive.  This  means 
that  the  amount  of  fresh  air  lost  through  the  ex- 
haust will  vary  depending  on  the  amount  already 
in  the  shelter. 

For  example,  consider  a shelter  containing  500 
cubic  feet  of  air.  If  250  cubic  feet  of  fresh  air 
are  mixed  with  250  cubic  feet  of  stale  air,  the  ex- 
haust air  will  be  50  per  cent  stale  and  50  per 
cent  fresh.  Thus,  to  get  50  cubic  feet  of  usable 
fresh  air  added  to  the  shelter  contents  it  will  be 
necessary  to  draw  in  100  cubic  feet  through  the 
intake. 

As  more  and  more  fresh  air  is  drawn  in,  a 
higher  percentage  of  fresh  air  is  wasted  through 
the  exhaust.  In  a shelter  of  this  general  shape 
it  is  almost  impossible  to  get  beyond  a ratio  of 
75  per  cent  fresh  air  to  25  per  cent  stale  air,  no 
matter  how  much  hand  pumping  of  air  is  per- 
formed. Fortunately,  this  ratio  is  quite  accep- 
table. 

Nevertheless,  it  should  be  clear  that  in  shelters 
shaped  like  a cube  there  will  be  an  inherent  in- 


February,  1963 


39 


Original  Articles 

efficiency  in  the  ventilating  system.  This  should 
be  compensated  for  by  increasing  the  total  ca- 
pacity of  the  ventilating  system. 

In  general,  it  is  a good  idea  at  least  to  double 
the  air  supply.  Accordingly  if  a cube-shaped 
shelter  is  built,  it  is  wise  to  have  4-inch  rather 
than  3-inch  vent  pipes,  a blower  capable  of  100 
cubic  feet  per  minute,  and  a filter  of  at  least 
100  cubic  feet  per  minute  capacity. 

The  pipe  shelter  with  its  elongated  cylindrical 
shape  is  somewhat  more  efficient  in  terms  of  ven- 
tilation. If  the  intake  and  exhaust  vents  are 
properly  located  and  correctly  directed,  mixing 
of  fresh  and  stale  air  will  be  minimized.  The 
extent  of  the  mixing  depends  on  the  diameter 
and  length  of  the  shelter.  With  smaller  diameter 


shelters  of  considerable  length,  mixing  is  less 
than  with  larger  diameter,  shorter  shelters. 

For  pipe  shelters  60  inches  or  less  in  diameter, 
ventilation  at  a rate  of  50  cubic  feet  per  minute 
of  actual  fresh  air  intake  will  be  quite  sufficient 
for  at  least  six  adults. 

If  a pipe  shelter  72  inches  in  diameter  is  used, 
it  will  be  wise  to  plan  on  a slightly  larger  blower 
with  an  approximate  75-cubic  feet  per  minute 
capacity. 

It  is  important  that  the  blower  be  attached  to 
the  intake  system  in  such  a way  that  outside  air 
is  sucked  into  the  shelter  via  the  center  of  the 
blower.  By  producing  a slight  positive  pressure 
in  the  shelter,  radioactive  contamination  will  be 
kept  from  seeping  into  the  shelter  through  cracks 


TABLE  I 

Hand-Operated  Blowers 


Manufacturer 

Model 

CFM  at  1 inch 

At  other  conditions 

Cost 

Comments 

water  pressure 

Pressure 

CFM 

Arrow  Industries 
709  North  Euclid  Ave. 
Box  222,  Station  B 
Dayton  7,  Ohio 

500  CD. 

0 

78 

$ 60 

Electric  motor  included 
same  price  for  hand  or 
motor  operation 

Buffalo  Forge  Co. 

1 CD. 

50 

72 

FOB 

Available  in  combination 

490  Broadway 
Buffalo  5,  New  York 

3 CD. 

%” 

375 

192 

FOB 

manual-electric  model 

Champion  Blower  & Forge 

60A 

60 

57 

FOB 

Available  with  electric 

Co.,  Lancaster,  Pennsyl- 

60B 

80 

74 

FOB 

motor 

vania 

60C 

100 

90 

FOB 

Decatur  Foundry  & 

80M 

80+ 

5” 

80 

78 

Available  in  combination 

Machine  Co. 

manual-electric  model. 

PO  Box  1451 

High  efficiency  even  at  5” 

Decatur,  Alabama 

pressure.  Works  even  with 
fairly  dirty  or  clogged 
filters. 

National  Manufacturing 

6116 

not 

150 

88 

PP. 

Available  with  electric 

Co.,  1218  N.  22nd  Street, 
Lincoln,  Nebraska 

given* 

motor  kit 

Pine  Bush  Machine  Corp. 

not 

150 

30 

PP. 

Pine  Bush,  New  York 

given* 

Roots-Connersville  Blower 

22 

25 

7” 

25 

222 

FOB 

High  efficiency  even  at  7” 

2647  Washington  Avenue 

24 

50 

7” 

50 

236 

FOB 

pressure.  Works  even  with 

St.  Louis  3,  Missouri 

fairly  dirty  or  clogged 
filters. 

Swanson,  Inc., 

500  CD. 

0 

78 

60 

Electric  motor  included  at 

607  South  Washington  St. 

same  price  for  either  hand 

Owosso,  Michigan 

or  motor  operation. 

Western  Hardware  & 

A10 

not 

about 

21 

FOB 

Does  not  have  intake 

Specialty  Mfg.  Co. 

given* 

100 

flange.  Usual  cost  of  add- 

3830 North  Fratney  Street 

ing  intake  flange  at  local 

Milwaukee  12,  Wisconsin 

sheet-metal  shop— $10. 

Whitaker  Hand  Blower 

none 

not 

60 

45 

FOB 

Substantial  quantity  dis- 

3517 Imperial  Hiway 
Lynwood,  California 

given* 

counts. 

“When  the  ability  of  a blower  to  move  air  is  not  specified  in  terms  of  a resistance  of  1”  of  water  pressure,  it  is 
prudent  to  assume  that  if  a filter  is  used,  the  actual  capacity  of  the  blower  will  be  1/10  to  1/2  of  that  listed. 
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that  have  been  overlooked.  If  there  are  any 
cracks,  air  will  blow  out  through  them,  rather 
than  in. 

From  the  center  of  the  blower,  a set  of  3-inch 
vent  pipes  should  lead  to  the  outside  of  the  shel- 
ter, making  a right  angle  turn  at  least  three  feet 
away  to  prevent  gamma  rays,  which  move  in  a 
straight  line,  from  passing  through  the  air  in  the 
vent  pipe  into  the  shelter  proper.  Details  about 
blowers  are  given  in  Table  I (adjacent  page). 

Filters 

The  filter  should  be  located  at  least  3 feet 
from  the  shelter  proper.  The  filter  should  not  be 
kept  in  the  shelter  itself,  since  it  may  accumu- 
late large  quantities  of  radioactive  particles 
whose  gamma  rays  would  pass  through  the  filter 
casing,  injuring  the  people  in  the  shelter. 

The  Civil  Defense  Administration  has  not  to 
my  knowledge  set  any  definite  specifications  for 
fallout  filters. 

There  are  many  grades  of  filter,  and  it  is  help- 
ful to  have  some  idea  of  the  effectiveness  of 
each.  It  must  be  remembered  that  most  of  the 
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danger  of  radioactive  fallout  comes  from  the 
large  and  medium  sized  particles,  most  of  which 
have  a diameter  of  over  75  micra.  Invisible  dust 
may  contribute  to  some  extent  to  the  radiation 
danger,  but  probably  will  not  contribute  enough 
for  any  serious  illness. 

There  are  some  filters  on  the  market  which  are 
approximately  99.999  per  cent  efficient.  These 
filters  will  take  out  100  per  cent  of  the  particles 
which  are  really  dangerous.  They  are  even  effi- 
cient enough  to  remove  99.97  per  cent  of  par- 
ticles as  small  as  0.3  micra.  These  filters  may 
properly  be  called  “absolute  filters.” 

They  have  one  additional  advantage.  They 
are  efficient  enough  to  remove  from  the  air  prac- 
tically all  bacteria  and  almost  all  viruses.  Ac- 
cordingly, in  the  event  that  an  enemy  undertakes 
bacterial  warfare  against  us,  these  absolute  fil- 
ters will  be  helpful,  although  probably  not  per- 
fect in  protecting  the  occupants  of  the  shelter. 
Filters  of  this  sort  are  made  by  several  manu- 
facturers at  a fairly  reasonable  price.  (Table  II, 
below  ) 

A second  type  of  filter  is  a modification  of  the 
usual  air  filter  found  in  trucks.  This  is  slightly 


TABLE  II 


Filters 

Manufacturer 

Model 

CFM 

Ability  to 
filter  out 
fallout 
particles 
over  75 
micra 

Ability  to 
filter  out 
particles 
between  1 
&:  75  micra 

Ability 
to  filter 
out  bac- 
terial 
warfare 
agents 

Type  of 
Fitting 

Can  it  be 
buried 
under- 
ground? 

Approximate 

cost 

Fram  Corp 
Providence 
16,  R.  I. 

FA151- 

PL 

190 

Virtually 

100% 

Over  99% 

Partial 

3” thread 
steel 

No 

$16  FOB 

Dollinger 
Corp.  Roches- 
ter, N.  Y. 

M 1 

Not  given 

Excellent 

Not  given 

Not  given 

3”  thread 
steel 

No 

32  PP 

Flanders  Fil- 
ter Inc. 

PO  Box  718 
Riverhead,  N.J. 

X 

30 

Complete 

Complete 

All  bac- 
teria, 
probably 
all  virus 

4”  plain 
steel 

Yes 

51  FOB 

Cambridge  Fil- 
ter Co.,  PO 
Box  1255  Syra- 
cuse 1,  N.  Y. 

Details  not  available— write  to 
manufacturer 

All  bac- 
teria, 
probably 
all  virus 

Purolator  Prod- 
ucts, Inc. 

970  New  Bruns- 
wick Ave., 
Rahway,  N.J. 

190 

Virtually 

100% 

Over  99% 

Partial 

3”  thread 
steel 

No 

16  FOB 

Mine  Safety 
Appliances,  201 
N.  Braddock 
Ave.  Pitts- 

Details  not  available— write  to 
manufacturer 

All  bac- 
teria, 
probably 
all  virus 

burgh,  Pa. 
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less  efficient,  but  is  nevertheless  completely  ade- 
quate for  civil  defense  purposes  in  removing  ra- 
dioactive fallout  particles.  Its  efficiency  in  terms 
of  the  large  particles  is  somewhat  in  the  range 
of  99  per  cent,  or  perhaps  more.  And  it  will  also 
take  out  most  of  the  small  particles.  It  will  not, 
however,  remove  bacteria  and  viruses  from  the 
air.  These  filters  are  available  at  very  low  cost, 
approximately  $16.00,  and  are  therefore  excel- 
lent buys  for  the  home  shelter. 

Another  filter  which  might  be  considered  for 
emergencies  in  which  there  is  inadequate  time 
to  get  either  of  the  filters  mentioned  above  is 
the  ordinary  fiberglass  filter  used  in  air  condition- 
ing systems,  home  furnaces,  etc.  This  type  of 
filter  material  is  usually  available  at  local  hard- 
ware stores.  It  is  much  less  efficient  than  the 
ones  mentioned  before,  but  nevertheless,  is  effi- 
cient enough  to  be  highly  useful  and  lifesaving 
in  many  situations  in  which  large  amounts  of 
radioactive  fallout  have  to  be  kept  out  of  the 
air  supply. 

The  exact  figures  as  to  its  efficiency  are  not 
available.  A rough  estimate  is  70  per  cent  for 
most  particles.  Its  efficiency  for  the  very  large 
particles  which  are  the  most  dangerous  ones,  is 
probably  considerably  greater. 

Finally,  for  those  who  are  caught  at  the  last 
moment  in  a situation  in  which  they  have  no  fil- 


ter material  available,  it  will  be  helpful  to  re- 
member that  the  radioactive  particles  are,  funda- 
mentally, large  and  medium  size  grains  of  sand 
which  are  emitting  rays. 

These  grains  of  sand  can  be  kept  away  by 
some  relatively  simple  techniques  using  materials 
found  right  in  the  home.  For  example,  wet 
blankets,  or  wet  sheets,  hung  in  front  of  an  en- 
trance, will  keep  out  most,  if  not  all,  of  the  large 
and  medium  sized  particles  of  radioactive  ma- 
terial. It  is  important,  if  such  barriers  are  used, 
to  make  sure  that  they  go  all  the  way  down  to  the 
floor  and  are  held  in  firm  contact  with  the  floor 
with  some  sort  of  weights  placed  on  a fold. 

This  type  of  crude  filtration  arrangement 
would  be  particularly  helpful  for  people  who  are 
forced  to  use  long  corridors  and  basement  areas 
in  large  public  buildings.  In  many  cases,  these 
areas  could  be  excellent  shelters  except  for  the 
problem  of  radioactive  dust  seeping  along  the 
corridor  to  the  area  in  which  persons  are  stay- 
ing. This  can  be  prevented  while  at  the  same 
time  adequate  air  can  be  obtained  by  using  a 
series  of  wet  sheets  or  blankets  hung  in  such  a 
way  as  to  keep  radioactive  dust  particles  from 
seeping  along  to  the  refuge  area. 

For  shelters  outside  of  the  home,  either  under- 
ground or  above  ground,  the  best  filters  are 
either  the  absolute  or  the  modified  truck  type. 
There  are  various  possible  arrangements  for  fit- 
ting the  filter  to  the  shelter  proper  (Figure  1). 
One  may  use  a T or  a trap  arrangement  made 
by  a local  sheet  metal  shop.  One  or  the  other  of 
these  is  recommended,  since  they  will  minimize 
certain  of  the  dangers  to  the  occupants  of  the 
shelter. 

Location  of  Traps 

If  an  absolute  filter  buried  underground  is 
used,  a trap  in  front  of  it  will  prevent  a heavy 
rain  from  flooding  and  clogging  the  filter. 

If  a truck  type  filter  sticks  up  out  of  the 
ground,  there  is  the  possibility  that  a blast  wave, 
coming  from  a bomb  detonation  within  a ten 
mile  radius  would  blow  it  off  the  pipe.  In  that 
case,  the  trap  underneath  would  prevent  very 
large  radioactive  particles  from  seeping  into  the 
shelter.  Although  the  protection  would  dimin- 
ish greatly,  enough  would  probably  remain  to 
prevent  death. 

In  general,  the  connections  between  filter,  in- 
take pipe,  blower,  etc.,  should  be  made  of  3- 
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Manufacturer 

G.  C.  Breidert  Co. 
P.O.  Box  1190 
San  Fernando,  Calif. 

Penn  Ventilator  Co. 
Philadelphia  40,  Pa. 


TABLE  III 
VENT  FLUE  CAPS 

Model  Type  of  Fitting 

4”  Size  A 3%  l.D  Smooth 

neck 

3 SL  3”  pipe  thread 


Cost 

$500  FOB 
$1700  FOB 


CD  4 


3”  pipe  thread  $15  prepaid 


inch  internal  diameter  steel  pipe.  Either  the 
ordinary  24  inch  long  sections  of  vent  pipe,  as 
sold  in  local  hardware  stores,  Sears  Roebuck  & 
Co.,  or  Montgomery  Ward  & Company  may  be 
used.  Or  if  available,  flexible  steel  pipe  of  the 
sort  used  in  truck  exhaust  systems  may  be  used. 

Vent  Flue  Caps 

The  air  exhaust  system  also  uses  3-inch  dia- 
meter pipes.  No  blower  is  attached.  The  pipes 
of  the  exhaust  system  must  also  make  a right 
angle  bend  at  least  2 feet  outside  the  shelter 
and  rise  to  a height  of  1 foot  above  the  ground. 
Instead  of  an  ordinary  flue  cap,  a special  vent 
flue  cap  should  be  attached  to  the  top  of  the 
exhaust  pipe. 

When  the  wind  blows  these  devices  exert  suc- 
tion on  the  exhaust  system;  therefore,  the  hand 
operated  blower  need  be  used  less.  With  a wind 
velocity  of  12  to  14  miles  per  hour,  one  of  these 
vent  flue  caps  can  exhaust  enough  stale  air  from 
the  shelter  to  make  the  use  of  the  blower  un- 
necessary. They  cost  about  $5  each.  ( Table  III ) 
Of  course,  a vent  flue  cap  must  not  be  put  on 
both  ventilation  pipes,  only  on  the  exhaust  pipe. 

The  outside  3-inch  vent  pipes  sticking  out  of 


the  ground  can  be  made  either  of  galvanized 
sheet  steel  or  of  heavy  plumbing  steel  pipe.  If 
blast  protection  is  desired,  heavy  3-inch  water 
pipe  is  needed.  This  pipe  is  quite  expensive. 

A reasonable  compromise  would  be  to  use  the 
sheet  steel  pipe  underground,  connected  to  the 
heavy  steel  at  a point  about  3 feet  below  the  sur- 
face. From  this  point,  the  strong  pipe  rises  above 
ground.  It  can  resist  considerable  blast  pressure. 

Within  the  shelter,  the  intake  and  exhaust 
pipes  should  be  at  opposite  ends  of  the  shelter. 
This  will  increase  the  efficiency  of  the  ventilating 
system.  The  openings  of  both  intake  and  ex- 
haust pipes  should  be  directed  away  from  each 
other  to  increase  ventilation  efficiency. 

There  has  been  considerable  discussion  of  the 
possibly  that  an  enemy  might  use  war  gases. 
This  seems  rather  unlikely,  not  because  of  any 
humanitarian  considerations,  but  simply  because 
war  gases  are  far  less  effective  than  hydrogen 
bombs  in  terms  of  the  amount  which  must  be 
carried  by  a single  plane  or  missile  to  knock  out 
a particular  area.  However,  the  possibility  of 
their  use  cannot  be  ruled  out.  This  will  be  con- 
sidered in  a later  chapter. 


[This  is  seventh  in  a series  of  articles  on  this  subject  by  Dr.  Garb.  The  pre- 
ceding ones,  and  their  dates  of  publication  are:  1.  The  Need  for  Action,  2.  The 
Effects  of  Hydrogen  Bombs,  and  3.  Important  Aspects  of  Nuclear  Radiation, 
June  1962;  4.  Basic  Principles  of  Protection  from  Hydrogen  Bombs,  July  1962 ; 
5.  Family,  Neighbo7'hood  and  Community  Shelters,  August  1962;  6.  Types  of 
Shelters,  December  1962.  Other  articles  in  this  series  will  follow  from  time  to 
time.  Ed.] 
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inflammation” 


i=a 


in  dry,  pruritic 
skin  disorders 


SENILE  DERMATOSES 
ATOPIC  DERMATITIS 
PSORIASIS 
STASIS  DERMATITIS 
CONTACT  DERMATITIS 
LOCALIZED  M 
NEURODERMATITIS  j! 


BENEFICIAL  RESULTS  were  obtained  with  SARDO  in  the  bath  in  122  of  135  patients  (90%) 
with  dry,  itchy  skin  conditions,  in  most  cases  with  beneficial  effect  "after  the  first  bath." 
Dryness  was  allayed  in  all  cases,  and  associated  itching  "either  completely  relieved  or 
greatly  improved.”  No  irritation  or  sensitization  was  observed. 


This  new  study  corroborated  others2  4 showing  that  SARDO  helps  re-establish  the  normal 
physiologic  lipid-aqueous  skin  balance. 


Pleasant,  easy-to-use  SARDO  releases  millions  of  microfine  water-dispersible  globules*  in 
the  bath.  Bottles  of  4,  8 and  16  oz.  *Patent  Pending  TM-  © 1963  by  Sarde?u-  lnc- 


SAMPLES  and  literature  available  from  . 

SARDEAU,  INC. 

76  East  65th  Street,  New  York  22,  N.  Y. 


1.  Borota,  A.,  and  Grinell,  R.  N.: 

J.  Amer.  Geriatrics  Soc.,  10:413,  1962. 

2.  Spoor,  H.  J.:  N.  Y.  State  J.  M.  58:3292, 195a 

3.  Lubowe,  1. 1.:  Western  Med.  1:45, 1960. 

4.  Weissberg,  G.:  Clin.  Med.  7:1161, 1960. 
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For  your  elderly 
arthritic  patients 


AN 

EFFECTIVE 

GERIATRIC 

ANTIARTHRITIC 
WITH  DISTINCTIVE 

AFETY  j ACTORS 


safely 

indicated  /. 

-even  when  OSTEOPOROSIS  is  present 


Pabalate-SF,  which  has  been  found  “superior  to  aspirin  in  the  treatment  of  chronic  rheumatic 
disorders,”1  possesses  distinctive  Safety  Factors  for  elderly  arthritics,  even  when  osteoporo- 
sis is  present:  (1)  its  potassium  salts  cannot  contribute  to  sodium  retention;  (2)  its  enteric 
coating  assures  gastric  tolerance;  and  (3)  it  does  not  produce  the  serious  reactions  often 
noted  during  therapy  with  steroids  or  pyrazolone  derivatives. 


In  each  persian-rose  enteric-coated  tablet:  potassium  salicylate,  0.3  Gm.;  potassium  para- 
aminobenzoate,  0.3  Gm.;  ascorbic  acid,  50  mg. 

1.  Ford,  R.  A.,  and  Blanchard,  K.  P,:  J.-Lancet  78:185,  1958. 


Precaution:  Occasionally,  mild  salicylism  may  impairment,  care  should  be  taken  to  avoid  ac- 
occur,  but  this  responds  readily  to  dosage  cumulation  of  salicylate  and  PABA.  Supply: 
adjustment.  In  the  presence  of  severe  renal  Bottles  of  100  and  500  enteric-coated  tablets. 


(the  new,  convenient  way  to  prescribe  Pabalate-Sodium  Free) 

A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA 
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Dr.  Reyna 


New  Officers- Annual  Meeting 


DR.  E.  CONTRERAS  REYNA  of  Guadalajara  was  elected  president  of 
the  Medical  Society  of  the  United  States  and  Mexico  at  its  seventh 
annual  meeting  December  5-7,  1962  in  Tucson.  Dr.  Reyna  succeeds  Dr. 
Juan  E.  Fonseca,  of  Tucson.  Elected  president-elect  was  Dr.  Robert  E. 
Hastings  of  Tucson. 

Re-elected  were  Dr.  Charles  Kalil  of  Phoenix  and  Dr.  F.  Zeron  Medina 
of  Guadalajara,  secretaries,  and  Dr.  Lucy  Vernetti  of  Phoenix  and  Dr. 
Eduardo  Gonzalez  Murguia  of  Guadalajara,  treasurers. 

Scientific  sessions  included  panel  discussions  and  symposia  with  simul- 
taneous translation  through  individual  transistor  receivers;  a demonstra- 
tion of  the  artifical  kidney  at  St.  Mary’s  Hospital;  and  a visit  to  the 
Cardiopulmonary  Laboratory  and  the  Radioisotopes  Laboratory  at  Tuc- 
son Medical  Center. 

Attending  from  Mexico  were  over  75  physicians  and  their  wives.  Ap- 
proximately 154  members  and  their  wives  attended  from  Arizona,  New 
Mexico,  California,  Tennessee,  Illinois,  and  Connecticut. 


Dr.  Hastings 


Pan  American  Health  - 1902-1962 

THE  Pan  American  Sanitary  Rureau  (PASB),  the  world’s  oldest  international  health 
agency,  was  created  by  representatives  of  the  21  American  republics  during  the  second 
International  Conference  of  American  States  In  Mexico  City  in  1901.  This  bureau  was  for- 
mally constituted  in  Washington,  D.C.  on  December  2,  1902. 

Possibly  the  motivating  influences  in  the  creation  of  this  agency  were  the  devastating 
effects  of  the  plague  imported  into  the  Americas  in  1899-1900  and  the  recent  discoveries  of 
the  American  Army  Yellow  Fever  Commission  in  Havana,  giving  promise  of  effective  con- 
trol measures  against  that  dread  epidemic  disease. 

The  main  objectives  of  the  new  international  health  agency  were  to  promote  improved 
methods  of  collecting  information  on  communicable  diseases  in  the  Americas,  to  establish 
uniform  procedures  for  controlling  epidemics,  and  to  place  responsibility  for  sanitation  of 
seaports  and  border  cities  in  the  hands  of  national  rather  than  local  governments. 

At  the  beginning,  the  bureau  was  given  a budget  of  $5,000  and  a staff  of  86  part-time  of- 
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ficials  and  two  clerks.  Thus,  for  the  first  two 
decades  of  its  life  the  bureau  was  primarily  a 
clearing  house.  Its  work  was  necessarily  limited 
to  the  calling  of  conferences,  to  collecting  and 
reporting  information  on  disease,  and  to  aiding 
governments  in  bettering  sanitary  conditions  at 
seaports. 

It  was  during  the  1920’s  that  the  bureau  be- 
gan the  changes  that  led  to  its  present  role  as 
leader  in  the  fight  for  hemispheric  better  health. 

In  1922  the  bureau  began  publication  of  the 
“Boletin  de  la  Ofieina  Sanitaria  Pan  Americana’’ 
to  bring  current  information  to  health  person- 
nel in  the  member  states.  This  journal  continues 
to  be  an  important  medium  for  dissemination 
of  technical  information. 

PERHAPS  the  most  significant  event  for  the  fu- 
ture was  the  drawing  up  in  1924  of  the  Pan 
American  Sanitary  Code.  The  signatories  agreed 
that  when  a major  disease  outbreak  occurred, 
sanitary  measures  would  be  put  into  effect 
within  the  national  territories  where  it  occurred 
to  prevent  its  spread  to  other  countries,  and 
that  other  governments  and  the  Pan  American 
Sanitary  Bureau  would  be  informed  about  the 
outbreak  and  the  measures  that  had  been  taken 
to  control  it. 

The  diseases  that  the  code  listed  for  reporting 
were  plague,  cholera,  yellow  fever,  smallpox, 
typhus,  epidemic  cerebrospinal  meningitis,  po- 
liomyelitis, encephalitis,  influenza,  typhoid.  All 
21  republics  ratified  the  code,  thus  establishing 
uniform,  basic  regulations  for  reporting  and 
controlling  quarantinable  diseases. 

In  1920  the  pasb  had  only  one  field  worker. 
Shortly  afterward  the  U.S.  Public  Health  Serv- 
ice detailed  two  men  to  work  for  the  bureau  in 
the  field.  Other  governments  later  detailed  spe- 
cialists to  augment  the  bureau’s  field  staff.  In 
1982,  a total  of  778  employees  were  active  in 
field  and  other  programs  under  control  of  the 
bureau. 

An  agreement  with  the  World  Health  Organi- 
zation (who)  came  into  effect  in  1949  by  which 
the  pasb  undertook  the  responsibilities  of  the 
regional  office  for  the  Americas.  In  1950,  an 
agreement  was  signed  changing  the  name  of  the 
agency  to  the  Pan  American  Sanitary  Organiza- 
tion (paso)  and  recognizing  the  paso  as  a spe- 
cialized agency  of  the  organization  of  American 
states. 


The  directors  of  pasb  have  been: 

Dr.  Hugh  S.  Cumming  1920-1927  USA 
Dr.  Fred  L.  Soper  1947-1959  USA 

Dr.  Abraham  Horowitz  1959-  Chile 

Early  in  the  program  the  need  for  more 
trained  health  workers  in  all  member  states  be- 
came apparent.  Numerous  Latin  Americans  had 
opportunties  for  professional  training  in  this 
country  through  aid  provided  by  private  foun- 
dations. But  it  was  not  until  about  1940  that 
the  pasb  had  funds  to  offer  such  fellowships.  By 
1961,  a total  of  517  fellowships  in  the  health 
sciences  had  been  administered  by  the  bureau. 

The  paso  has  gradually  won  acceptance 
among  the  participating  nations,  and  during  the 
past  few  years  no  finer  example  of  inter-gov- 
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ernmental  cooperation  can  be  found  in  these 
programs: 

To  eradicate  the  Aedes  aegypti  mosquito,  the 
carrier  of  urban  yellow  fever,  launched 
in  1947. 

To  control  yaws,  a disabling  tropical  disease, 
begun  in  1950 

To  eradicate  malaria,  undertaken  in  1954 
Against  smallpox,  initiated  in  1958. 

All  these  programs  were  hemisphere-wide  in 
scope,  rather  than  local  or  national,  thus  point- 
ing to  the  advantage  for  international  effort. 
And  the  aim  to  eradicate  rather  than  control 
disease  added  a new  dimension  to  health  tech- 
niques. 

THREE  specialized  agencies  to  combat  health 
problems  were  created  by  the  paso  in  cooper- 
ation with  the  appropriate  governments:  The  In- 
stitute of  Nutrition  of  Central  America  and 
Panama  established  in  1946  in  Guatamala  City; 
The  Aftosa  Center  established  in  1952  in  Rio 
de  Janerio  to  investigate  methods  for  control  of 
foot  and  mouth  disease  in  livestock;  The  Pan 
American  Zoonoses  Center  established  at  Azul, 
Argentina  in  1956  to  study  diseases  that  are 
transmitted  from  animal  to  man. 

In  addition  to  the  continuation  of  the  above 
programs,  goals  set  of  the  current  decade  are: 
To  provide  potable  water  supply  and  sewage 
disposal  to  not  less  than  70  per  cent  of 
urban  and  50  per  cent  of  rural  popula- 
tions throughout  Latin  America 
To  lower  by  half  the  mortality  rate  of  chil- 
dren under  five 

To  increase  life  expectancy  by  at  least  five 
years 

To  train  health  personnel  in  sufficient  num- 
ber so  that  a country’s  minimum  health 
needs  may  be  met 
To  improve  national  health  services 
The  budget  for  1963  will  amount  to  around 
$16  million,  a part  of  which  is  supplied  from 
who.  These  funds  are  to  finance  307  health 
projects  in  the  Americas.  Thus  an  excellent  or- 
ganization has  been  evolved  through  patient  in- 
ternational cooperation  that  is  serving  to  stead- 
ily improve  levels  of  health  among  the  peoples 
of  a whole  continent  living  under  the  most  di- 
verse conditions. 

Hugh  H.  Smith,  M.D. 


In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 


Yet  face  it  you  must  for  the  ^ 
sake  of  your  family. 


lilf  mmm 
■ ,■ 

■3-  ::v,.  y 


in 


We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 


Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group  -j  udgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 


TRUST  DEPARTMENT 

Security  Building,  Phoenix  . 

Resources  $785  Million 


A full  "comeback”  for  the  alcoholic  is  partly  de- 
pendent on  nutritional  balance ...  aided  by  therapeutic 
allowances  of  B and  C vitamins.  Typically,  the  alcoholic 
patient  is  seriously  undernourished... from  long-standing 
dietary  inadequacy,  from  depletion  of  basic  reserves  of 
water-soluble  vitamins.  Supplied  in  decorative  "reminder" 
jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  H Cl) 

2 mg. 

Vitamin  BI2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


from  tsutsugamushi  in  Malaya 
to  otitis  media  in  Arizona 


Whether  treating  tsutsugamushi  or  a host  of  other  infections,  physicians  throughout 
the  world  continue  to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness 
and  excellent  tolerability.  Not  a single  case  of  phototoxic  reaction,  blood  dyscrasia  or 
neurologic  disturbance  directly  attributable  to  Terramycin  has  been  reported  in 
more  than  3,000  clinical  papers  in  the  last  12  years.  In  your  practice,  the  next  injec- 
tion you  see  will  very  likely  be  “Terra-responsive.” 

Tsutsugamushi,  or  scrub  typhus,  was  responsible  for  incapacitating  nearly  7,000  Amer- 
ican soldiers  during  World  War  II.  This  disease  is  prevalent  in  areas  overrun  by  jungle 
rats  infested  with  mites  carrying  Rickettsia  tsutsugamushi.  Symptoms  include  a primary 
lesion  at  the  site  of  the  mite-bite,  fever  reaching  as  high  as  105°,  and  a cutaneous  rash. 
Injected  conjunctivae,  deafness,  delirium  and  racking  cough  mark  the  advance  of  the  dis- 
ease. Mortality  rates  as  high  as  60  per  cent  have  been  reported.  Terramycin  is  one  of  the 
antibiotics  of  choice  for  rapid  and  effective  control  of  the  acute  stage  of  the  infection.  Pa- 
tients become  afebrile  and  virtually  asymptomatic  24  to  36  hours  after  beginning  treatment. 

IN  BRIEF\The  dependability  of  Terramycin  in  daily  practice  is  based  on  its  broad  range 
of  antimicrobial  effectiveness,  excellent  toleration,  and  low  toxicity.  As  with  other  broad- 
spectrum  antibiotics,  overgrowth  of  nonsusceptible  organisms  may  develop.  If  this  occurs, 
discontinue  the  medication  and  institute  appropriate  specific  therapy  as  indicated  by 
susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin  are  rare.  For  complete 
information  on  Terramycin  dosage,  administration,  and  precautions,  consult  package 
insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 


When  treatment  for 


r- 


] 


is  indicated 


^ tablets 


ANDROGEN-  THYROID  -COMBINATION 


in  two  convenient  dosage  forms 

ANDROID  ANDROID -H.P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . 

. . . .5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . .10  mg. 

Thyroid  Ext.  (1/2  gr.)  . 

. . .30  mg. 

Glutamic  Acid 

. . .50  mg. 

Glutamic  Acid 

. . .50  mg. 

Thiamine  HCI  

. . . 10  mg. 

Thiamine  HCI  

. . . 10  mg. 

Indications:  Impotence  in  male. 

Average  Dose:  One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing  without  prescription. 

1.  Melhyl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al.,  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

fBRrfyrare  the  brown  pharmaceutical  company 

2500  West  Sixth  Street,  Los  Angeles  57,  California 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  call 

AM  4-0221 

for 

FREE 

Home  Delivery 


The  purest  water  available. 


ft 


CRYST44 

\ SottCed 

j METERS 

Naturally  Better  for  You 
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ANNOUNCEMENT! 

We  are  pleased  and  proud  to  announce 

WHITE  ANGEL  HOSPITAL 

has  received  a 

HOSPITAL  LICENSE 

for  MEDICAL,  REHABILITATIVE  AND 
CONVALESCENT  CARE 


We  are  now  in  position  to  accept  many  patients  where  commercial  insurance 
provides  payments  of  benefits  for  those  entering  licensed  hospitals  which  do  not 
have  major  surgical  facilities. 

WE  DO  PROVIDE  laboratory,  x-ray  services,  physio-therapy  and  inhalation  therapy 
by  registered  technicians.  We  have  a Board  Radiologist  and  Board  Pathologist 
heading  our  X-Ray  and  Laboratory  Departments. 

Over  one  hundred  doctors  in  the  Valley  have  already  treated  patients  at  White 
Angel.  If  we  can  be  of  service  to  you,  please  call  us  for  additional  information. 

COST?  - A modest-  $16.00  per  day  is  the  starting  rate. 


PEione  or  Write 


WHITE  ANGEL  HOSPITAL 

277-6651 

1845  East  Thomas  Road 
Phoenix,  Arizona 


IGEL 

Hospital 
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FORMULA:  Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F. 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  ...0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  Vi  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 

EFFECTIVE 


New  York  18,  N.  Y. 


Before  prescribing  be  sure  to 
consult  Winthrop’s  literature 
for  additional  information 
about  dosage,  possible  side 
effects  and  contraindications. 


SUPPLIED:  Bottles  of  16  fl.  oz.  ( raspberry  flavor,  pink  color) 

Exempt  Narcotic.  Available  on  Prescription  Only. 
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Editorials 


Editor’s  Notes 

(The  following  notes  were  taken  from  “ To  Teach 
Them  This  Art by  Leiarid  S.  McKittrick,  M.D., 
as  it  appeared  in  “ The  New  England  Journal  of 
Medicine Vol.  267,  October  25, 1962.) 

“Knowingly  or  unknowingly,  the  young  phy- 
sician accepts  responsibilities  and  obligations 
not  equaled  by  those  entering  any  other  pro- 
fession; responsibilities  for  the  maintenance  of 
high  moral  and  ethical  standards  in  his  relation 
to  his  associates,  to  the  public  he  serves  and  to 
the  community  in  which  he  lives;  and  obliga- 
tions to  assure  a continuing  supply  of  highly 
motivated,  well  educated  and  trained  physicians 
to  meet  the  health  needs  of  the  nation. 

. . . have  placed  much,  if  not  most,  of  the 
apparent  responsibility  for  our  educational  pro- 
grams upon  the  full-time  teachers. 


"The  apparent  transfer  of  responsibility  from 
the  large  group  of  dedicated  practitioner  teach- 
ers of  the  recent  past  to  those  whose  primary 
interest  and  main  source  of  income  is  teaching 
has  drastically  changed  the  attitude  of  many 
physicians  toward  our  teaching  institutions. 

“.  . . all  levels  of  medical  education  must  be 
considered  inseparable  parts  of  the  whole  and 
cannot  and,  in  fact,  should  not  be  carried  out 
by  the  relatively  few  full-time  members  of  the 
medical-school  faculties  who  have  chosen  teach- 
ing as  a career.  The  college  graduate  can  be 
successfully  molded  into  the  highly  qualified 
physician  only  by  the  complete  co-operation  of 
the  professional  educators,  the  scientific  inves- 
tigators, and  those  of  us  whose  chosen  field  is 
the  clinical  practice  of  medicine. 

"...  7770,  or  62  per  cent,1  of  the  total  ap- 
proved internships  are  in  hospitals  that  have  no 
affiliation  with  medical  schools. 

“In  1960-61  there  were  28,356  physicians  in 
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A.  J.  Jackson,  President  and  Treasurer 
State  Medical  Journal  Advertising  Bureau 
510  N.  Dearborn  St.,  Chicago  10,  Illinois 

“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given 
equal  consideration. 

Certain  general  rules  should  be  followed,  however,  and 
the  Editor  therefore  respectfully  submits  the  following 
suggestions  to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English  or  Spanish, 
especially  with  regard  to  construction,  diction,  spelling 
and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing 
as  followed  by  the  JOURNAL  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete. 
Avoid  unnecessary  words. 

4.  Read  and  re-read  the  manuscrapt  several  times  to 
correct  it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced, 
and  the  original  and  a carbon  copy  submitted. 

6.  Exclusive  Publication  — Articles  are  accepted  for 
publication  on  condition  that  they  are  contributed  solely 
to  this  Journal.  Ordinarily  contributors  will  be  notified 
witbin  60  days  if  a manuscript  is  accepted  for  publica- 
tion. Every  effort  will  be  made  to  return  unused  manu- 
scripts. 

7.  Reprints  will  be  supplied  to  the  author  at  printing 
cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and 
Medical  Association.  The  opinions  of  the  Board  of  Directors  may 


do  not  necessarily  represent  the  official  stand  of  The  Arizona 
be  sought  in  the  published  proceedings  of  that  body. 
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resident  training.  There  were  17,588  resident 
programs  in  affiliated  hospitals.  Actually,  54  per 
cent  of  the  residents  are  now  in  training  in  af- 
filiated, and  46  per  cent  in  nonaffiliated  hos- 
pitals. 

“It  is  still  a matter  of  concern  that  in  so  im- 
portant a responsibility,  dependent  upon  mutual 
understanding  and  co-operation,  such  a lack  of 
mutual  respect,  even  antagonism,  should  exist 
between  the  full-time  teachers  in  some  of  the 
medical  schools  and  those  of  us  whose  chosen 
field  is  the  care  of  the  sick. 

“For  the  past  twenty  years  we  have  main- 
tained an  approroximate  ratio  of  132  physicians 
to  each  100,000  of  our  population  . . . we  shall 
need  12,000  first-year  medical  students  in  1971 
rather  than  the  8100  now  in  our  86  schools.2  Al- 
lowing for  maximum  expansion  of  present 
schools  to  accommodate  10,000  incoming  stu- 
dents, we  shall  be  2100  places  short,  or  enough 
to  fill  a class  of  10  in  21  new  schools.3 

“It  is  true  that  most  of  the  medical  schools 
do  have  an  adequate  number  of  highly  quali- 
fied applicants  to  fill  classes  of  their  present 
size. 

“It  can  be  factually  said  that  with  the  diminu- 
tion in  applicants  for  the  M.D.  degree  there 
has  come  a rapid  increase  in  the  popularity  of 
the  Ph.D.  degree  . . . 

“Sixty-two  per  cent  of  the  students  of  the 
1959  graduating  classes  of  our  schools  were  mar- 
ried, and  a little  over  half  of  these  had  one  or 
more  children. 

. . . relief  must  come  during  the  period  of 
intern  and  resident  training. 

“Any  increase  in  remuneration  to  the  intern 
and  resident  should  be  over  and  above  that  cus- 
tomarily paid  by  the  hospital  for  what  might 
be  called  hospital  or  administrative  services. 

“Such  additional  remuneration  is  in  return 
for  professional  services  rendered  directly  to 
patients  in  the  hospital  wards,  and  indirectly  to 
patients  through  help  to  the  visiting  staff  in  the 
care  of  private  patients. 

“It  is  impossible  to  train  a surgeon  unless  the 


trainee  is  given  the  opportunity  to  assume  the 
direct  responsibility  for  and  actually  to  carry 
out  the  technical  procedures  of  a large  number 
of  different  operations  under  the  supervision  of 
the  visiting  staff. 

“The  changing  economic  status  of  hospital 
patients  is  rapidly  depleting  the  wards  of  many 
of  the  teaching  hospitals  of  the  so-called  ward 
or  nonpaying  patient.  This  necessitates  the  uti- 
lization, in  most  of  the  training  programs,  of 
many  patients  paying  directly,  or  indirectly 
through  third  parties,  for  the  professional  serv- 
ices received. 

“If  a hospital  collects  and  dispenses  the  mon- 
eys available  from  these  professional  services, 
this  hospital  will  be  in  the  practice  of  medicine, 
which  is  illegal  in  many  states  and  improper,  I 
believe,  in  all. 

“Such  fees  for  professional  services  should  be 
collected  by  or  in  the  name  of  the  medical  staff 
of  the  hospital,  should  be  deposited  in  a com- 
mon fund  to  be  controlled  by  the  medical  staff 
and  should  be  allocated  on  an  acceptable  salary 
(not  per  case)  basis  to  those  who  are  rendering 
the  services.  Fees  collected  for  professional  serv- 
ices to  patients  should  not  go  to  the  hospital  or 
school  for  operational  purposes. 

“We  to  whom  the  resident  is  important  if  not 
essential  in  the  care  of  our  private  patients  may 
well  have  a financial  responsibility  to  contribute 
to  the  fund  from  which  these  young  physicians 
are  paid.  There  are  a number  in  this  room  to- 
night who,  in  their  younger  days,  assisted  the 
older  surgeons  in  the  care  of  their  patients  just 
as,  at  present,  our  residents  help  us.  In  contrast 
to  present  policies,  however,  the  income  that  we 
received  for  these  services  was  enough  to  permit 
us  a frugal  living.'' 
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cap. 
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Arthur  C.  Carlson 

September  4,  1887-June  30,  1962 

OR.  ARTHUR  C.  CARLSON  had  received  the 
first  three  years  of  his  medical  education  at 
the  University  of  Michigan  when  his  studies 
were  interrupted  by  an  illness  which  rendered* 
a change  of  climate  necessary.  He  transferred  to 
the  University  of  Southern  California  in  Los 
Angeles  from  which  institution  he  was  graduated 
with  the  degree  of  M.D.  in  1910. 

Following  graduation,  he  came  to  Northern 
Arizona  where  for  a short  time  he  was  surgeon 
for  the  Santa  Fe  Railroad  on  a branch  line  be- 
ing constructed  from  the  Ashfork-Phoenix  line 
into  the  new  smelter  town  of  Clarkdale. 

Upon  completion  of  this  work,  he  joined  the 
staff  of  the  United  Verde  Copper  Company  in 
Jerome,  Arizona,  as  a staff  surgeon,  becoming 
chief  surgeon  about  ten  years  later  in  which 
position  he  served  for  the  greater  part  of  his 
professional  life. 

Shortly  before  the  termination  of  mining  ac- 
tivities in  Jerome,  Dr.  Carlson  became  the  first 
superintendent  and  chief  of  staff  of  the  then 
new  Marcus  Lawrence  Memorial  Hospital  in 
Cottonwood,  Arizona. 

Several  years  later,  after  a short  effort  at  re- 
tirement in  California,  he  returned  to  Arizona 
where  he  established  a private  practice  in  Phoe- 
nix and  he  remained  active  until  his  death. 

During  his  career  Dr.  Carlson  served  his  pro- 
fession as  president  of  his  local  Yavapai  County 


Medical  Society  and  later  as  president  of  The 
Arizona  Medical  Association. 

He  filled  an  important  appointment  on  the 
first  Industrial  Relations  Committee  and  Medi- 
cal Advisory  Roard  to  the  Industrial  Commis- 
sion of  Arizona,  contributing  greatly  to  the  es- 
tablishment of  policies  for  these  important  bod- 
ies during  the  initial  formative  stages.  He  was 
reappointed  for  at  least  two  subsequent  terms. 

Dr.  Carlson  received  recognition  from  his  be- 
loved University  of  Michigan  a few  years  ago  on 
the  occasion  of  his  50th  class  reunion  when  he 
was  granted  a diploma  from  that  institution. 
This,  together  with  a recent  award  from  the 
University  of  Arizona  in  recognition  of  services 
rendered  his  state  over  50  years  of  service  in 
the  practice  of  medicine,  he  prized  most  highly. 

BOTH  as  company  surgeon  and  private  practi- 
tioner, Dr.  Carlson  displayed  such  a genuine 
concern  for  all  his  patients  and  such  devotion  to 
the  high  principles  of  the  practice  of  medicine 
as  to  gain  for  him  a host  of  loyal,  devoted 
friends. 

The  esteem  in  which  he  was  held  was  well 
demonstrated  by  the  large  number  of  friends 
and  former  patients  who  assembled  from  far 
and  near  to  pay  their  respects  when  he  was  laid 
to  rest. 

Art  Carlson  was  a devoted  practitioner  of  the 
Art  of  Medicine,  a congenial  colleague  and  a 
true  friend.  May  he  be  richly  rewarded  for  his 
true  qualities  of  greatness  and  freely  forgiven 
for  such  human  frailties  as  he  may  have  had  in 
common  with  those  of  us  who  remain. 

James  R.  Moore,  M.D. 
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DR,  PRESTON  T.  BROWN  died  suddenly  in 
his  Phoenix  home  on  October  24,  1962,  of 
a heart  attack. 

He  was  born  February  5,  1905  in  Denver, 
Colorado.  After  receiving  his  elementary  and 
high  school  education  in  the  Denver  schools,  he 
attended  the  University  of  Colorado  and  was 
awarded  an  M.D.  degree  in  1928. 

After  an  internship  and  four  years  of  residency 
in  obstetrics  and  gynecology  at  the  State  Uni- 
versity of  Iowa  Hospital,  Iowa  City,  Dr.  Brown 
continued  his  postgraduate  training  at  Memorial 
Hospital  in  New  York  City. 

On  February  15,  1930  he  married  Margaret 
Curtis.  She,  their  four  children,  and  eight  grand- 
children survive  him.  Their  son,  Dr.  E.  Curtis 
Brown,  is  practicing  dermatology  in  Phoenix,  and 
another  son,  Dr.  Norman  Brown,  is  senior  resi- 
dent at  the  Maricopa  County  General  Hospital, 


Preston  T.  Brown,  M.D. 


1905-1962 


Phoenix.  A married  daughter,  Karen  Brown 
Swain,  lives  in  Phoenix,  and  a son,  Preston  T. 
Brown,  Jr.  is  with  the  U.S.  Army  in  Korea. 

Dr.  Brown  began  his  practice  of  obstetrics  and 
gynecology  in  Phoenix  in  1933.  His  warmth  of 
character  and  his  sympathetic  respect  and  love 
for  his  fellow  man,  combined  with  his  dedica- 
tion of  purpose,  the  application  of  his  profes- 
sional ability,  and  his  keen  judgment  of  social 
problems,  made  him  an  outstanding  physician 
and  a citizen  of  exceptional  merit.  He  was  a 
leader  among  leaders,  a position  that  he  humbly 
accepted. 

Preston,  “P.T.,”  or  “Pres,”  as  he  was  affection- 
ately and  respectfully  called  by  the  physicians 
who  knew  him,  died  at  the  early  age  of  57.  How- 
ever he  had  been  known  for  years,  in  this  section 
of  the  country,  as  the  Dean  of  Obstetrics  and 
Gynecology. 

THE  EXCEPTIONAL  professional  talents  of 
Dr.  Brown  were  utilized  in  his  many  commit- 
tee assignments.  His  leadership  and  awareness 
of  the  vital  role  of  medical  organizations  brought 
forth  recognition  by  election  to  honorable  posi- 
tions. 

He  was  certified  by  the  American  Board  of 
Obstetrics  and  Gynecology.  He  had  served  as 
chief  of  staff  at  the  Good  Samaritan  and  the  St. 
Joseph  Hospitals.  He  had  been  president  of  The 
Arizona  Medical  Association,  president  of  Ari- 
zona Blue  Cross,  the  first  president  of  the  South- 
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western  Obstetrics  and  Gynecological  Society, 
and  the  district  governor  of  the  American  Col- 
lege of  Surgeons. 

In  spite  of  his  time  consuming,  full  time  prac- 
tice of  medicine  and  his  related  professional 
activities,  Dr.  Brown  found  time  to  further 
express  his  avowed  community  responsibility 
by  acceptance  of  a wide  range  of  citizenship 
activities. 

At  the  time  of  his  death,  he  was  actively  serv- 
ing as  an  elected  member  of  the  Phoenix  City 
Council.  He  accepted  this  position  years  after  he 
had  known  that  he  had  definite  myocardial  path- 
ology. 

Preston  was  an  active  member  of  the  Phoenix 
Rotary  Club,  the  American  Legion  Business  and 
Professional  Post,  and  the  Maricopa  County  Hos- 
pital development  Committee,  of  which  he  was 
vice  president.  He  worked  hard  over  the  years 
in  behalf  of  the  LTnited  Fund,  and  had  served  as 
director  of  the  Phoenix  Chamber  of  Commerce. 
During  World  War  II,  Dr.  Brown  served  four 
years  in  the  Medical  Corps,  and  commanded  a 
field  hospital  in  the  South  Pacific.  He  was  dis- 
charged with  the  rank  of  Lieutenant  Colonel. 

Dr.  Brown’s  life  exemplified  his  philosophy 
that  each  individual  who  is  privileged  to  share 
the  bounties  of  this  life  is  obligated  to  contribute 
to  the  maximum  of  his  innate  potential  to  the 
improvement  of  the  present  and  the  future  moral 
socio-economic  relationships  of  the  citizens.  This 
concept  of  the  individual  responsibility  prompted 
him  to  be  active  in  the  support  of  the  political 
party  of  his  choice,  Republican-Conservatism. 

A friend  of  his  summed  up  Preston’s  philos- 
ophy as  akin  to  that  of  Dr.  Albert  Schweitzer 
who  contended: 

“It  is  not  enough  merely  to  exist.  It  is  not 
enough  to  say,  ‘I’m  earning  enough  to  live  and 
support  my  family.  I do  my  work  well.  I’m 
a good  father.  I’m  a good  husband.  I’m  a 
good  churchgoer.’  That’s  all  very  well.  But 
you  must  do  something  more.  Seek  always  to 
do  some  good,  somewhere.  Every  man  has  to 
seek  in  his  own  way  to  make  his  own  self  more 
noble  and  to  realize  his  own  true  worth. 

You  must  give  some  time  to  your  fellow 
man.  Even  if  it  s a little  thing,  do  something 
for  those  who  have  need  of  a man’s  help, 
something  for  which  you  get  no  pay  but  the 


privilege  of  doing  it.  For  remember,  you  don’t 
live  in  a world  all  your  own.  Your  brothers  are 
here,  too.” 

His  social  stature  is  attested  to  by  the  follow- 
ing editorial  from  the  Phoenix  Gazette: 

THE  WHOLE  COMMUNITY’S  LOSS 

“ There  could  hardly  have  been  a better 
liked,  more  widely  respected  physician  than 
Preston  T.  Brown,  M.D.,  who  was  lost  to  this 
community  as  the  result  of  a heart  attack 
Wednesday  night.  His  popularity,  which 
reached  into  many  circles  beyond  the  medical, 
came  from  the  kind  of  personality  that  is 
always  interested  in  others  and  always  in  a 
kindly  way.  The  professi07ml  respect  that  was 
his  came  from  an  outstanding  career  in  ob- 
stetrics and  gynecology,  with  attainment  of 
such  posts  as  a governship  of  the  American 
College  of  Surgeons  and  former  chief  of  staff 
at  each  of  this  city’s  two  major  hospitals. 

“Dr.  Brown  led  in  citizenship  as  well  as  in 
medicine.  He  worked  to  bring  charter  govern- 
ment to  Phoenix  and  he  was  a city  councilman 
at  the  time  of  his  death.  Had  his  professional 
life  permitted,  he  might  have  run  for  the  U.S. 
Senate,  which  at  one  time  he  considered,  or 
for  other  high  offices  urged  upon  him  by  his 
friends. 

“ The  loss  is  keener,  because  at  57,  Preston 
Brown  was  on  a threshold  of  potentially  wider 
public  service.  The  years  that  have  been  den- 
nied  him  are  also  denied  to  the  community 
which  he  loved  and  to  which  he  had  already 
contributed  very  much.” 

WE  SHOULD  not  retreat  in  sorrow  and  re- 
sentment because  Dr.  Brown’s  early  demise 
will  deprive  us  of  the  benefits  of  his  many 
talents.  It  is  appropriate  that  we  gratefully  ac- 
knowledge the  vastness  and  the  significant  im- 
pact of  his  contributions.  Although  few  of  us 
are  individually  capable  of  replacing  Dr.  Brown, 
if  we  accept  his  challenge  to  increase  our  in- 
dividual responsibilities,  his  vacancy  will  be 
more  than  filled. 

There  was  a great  physician-citizen  among  us: 
Preston  T.  Brown,  M.D. 

Leslie  B.  Smith,  M.D. 
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mudrane. 

the  bronchodilator 

with  the  intermediate  dose  of  KI 


ssP  combination  of  the  four 
most  widely  used  drugs  for  the  treat- 
ment of  asthma.  Each  Mudrane  tablet 
contains  Potassium  Iodide  3 grains, 
Aminophylline  2 grains,  Ephedrine 
HC1  X grain,  Phenobarbital  E3  grain 
. . . compounded  for  prompt  absorption 
and  balanced  action,  and  buffered 
for  tolerance. 

Dispensed  in  bottles  of  100  and  1000  tablets 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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gratifying  relief  f 


inful  joints 


With  ARISTOCORT,  patients  with 
painful,  arthritic  joints  obtain  rapid 
reduction  of  pain  and  inflammation, 
as  well  as  substantial  improvement 
in  joint  mobility.  Many  patients 
who  might  otherwise  be  confined 
in  a state  of  invalidism  have  been  able 


—with  ARISTOCORT— to  continue  their 
customary  livelihoods  or  go  about 
their  regular  household  activities. 
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Yet  this  gratifying 
symptomatic  relief  may 
not  be  accompanied  by  severe 
hormonal  collateral  effects, 
such  as  sodium  retention,  edema, 
emotional  disturbance,  insomnia 
or  voracious  appetite— that  may 
prevent  patients  from  obtaining 
corticosteroid  benefits. 


unsurpassed  for  total  patient  benefits 


Triamcinolone  Lederle 


SUPPLIED:  Scored  tablets  (three  strengths),  syrup,  parenteral  and  various  topical  forms. 
Request  complete  information  on  indications,  dosage,  precautions  and  contraindications 
from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES 
A Division  of  American  Cyanamid  Company 
Pearl  River,  New  York 


but  it  can  help  you  relieve 
the  suffering  of  your  patient 
in  PAIN  . . , 


by  reducing  the  anxiety  and  fear 
that  intensify  pain 


Thorazine  is  not  an  analgesic 

brand  of  chlorpromazine 


by  potentiating  analgesics — enabling 
you  to  reduce  narcotic  dosage  by 
50  to  75% 

and  by  controlling  nausea  and  vomiting. 

'Thorazine'  is  particularly  useful  in 
the  severe  pain  seen  in  your  cancer, 
surgical,  and  obstetrical  patients. 

It  is  available  in  a wide  variety  of 
dosage  forms,  including  injection, 
Spansule®  sustained  release  capsules, 
suppositories,  syrup  and  tablets. 

For  prescribing  information,  please 
see  PDR  or  SK&F  literature. 
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The  Health  of  Arizona  in  1962 


IN  the  September-October  issue  of  “Arizona 
Public  Health  News’’  issued  jointly  by  the 
State  Board  of  Health  and  the  State  Depart- 
ment of  Health,  an  interesting  series  of  facts 
and  figures  is  presented.  It  appears  that  in  two 
important  areas  substantial  progress  has  been 
made. 

Infant  mortality,  that  is  deaths  of  infants  un- 
der one  year  of  age  per  1,000  live  births,  has 
fallen  from  50  in  1951  to  31.3  in  1961.  This  rate 
is  still  considerably  higher  than  that  prevailing 

in  the  nation  at  large  or 
in  the  other  western 
and  southwestern  states. 

In  tuberculosis  con- 
trol, the  death  rates 
have  fallen  steadily  dur- 
ing the  past  decade, 
reaching  the  low  figure 
of  9.7  per  100,000  Ari- 
zona residents  during 
1961.  Of  course,  this  is 
again  higher  than  the 
national  level,  but  one 
can  take  encouragement 
from  the  steady  prog- 
ress being  made. 

Dr.  Hugh  S.  Smith  The  major  objectives 

Public  Health  Editor  Qf  qie  State  Depart- 
ment of  Health  are  set  forth  in  the  following 
declarations : 

1.  To  establish,  in  cooperation  with  others  in 
the  health  field,  a broad  program  of  envi- 
ronmental health,  which  will  provide  the 
citizens  of  the  state  with  a clean,  healthful 
and  protected  environment  by  assuming  the 
statutory  obligation  of  providing  safe  and 
wholesome  air,  food,  water,  medical,  hos- 
pital and  recreational  facilities  for  the  en- 
tire population.  This  responsibility  includes 
hospitals,  nursing  homes,  schools,  work 
places,  recreational  areas,  eating  and  drink- 
ing establishments,  food,  drink  and  milk 
supplies,  public  swimming  pools,  water  sup- 
plies, community  wastes,  sewage  and  indus- 
trial waste  collections  and  disposal  systems, 
and  the  control  of  radiation  and  air  pollu- 
tants. With  present  limited  staff,  it  is  im- 


possible to  comply  fully  with  legislative 
requirements. 

2.  To  provide  public  health  laboratory  services 
to  the  members  of  the  medical  profession 
and  to  local  health  agencies  supplementing 
the  services  provided  by  private  labora- 
tories. 

3.  To  maintain  an  adequate  vital  statistics  sys- 
tem — arranging  for  the  orderly  registra- 
tion of  vital  events,  producing  the  necessary 
statistical  data  for  sound  public  health  pro- 
gram planning,  issuing  certified  copies  of 
vital  records  as  provided  by  statute. 

4.  To  prevent  and  control,  wherever  possible, 
in  cooperation  with  the  professional  organi- 
zations, those  communicable  diseases  which 
affect  the  health  of  the  people  of  the  state. 

5.  In  co-operation  with  professional  organiza- 
tions, to  establish  programs  for  the  detec- 
tion and  the  control  of  chronic  diseases, 
such  as  cancer,  heart  disease  and  diabetes. 
To  minimize  disabilities  resulting  from 
chronic  diseases  by  encouraging  improved 
care  and  rehabilitation  services,  especially 
in  the  field  of  geriatrics. 

6.  To  establish  a sound  and  inclusive  program 
of  health  education  and  public  information 
so  that  the  people  of  the  state  will  be  better 
informed  in  respect  to  those  problems  and 
conditions  which  have  an  adverse  affect  on 
their  health  and  well  being  and  which  may 
be  better  controlled  through  community  ef- 
fort. 

7.  To  assist  the  counties  so  that  every  citizen 
of  the  state  will  eventually  benefit  from  the 
services  of  an  organized  and  properly 
staffed  county  or  district  health  department, 
which  will  bring  about  a reduction  of  sick- 
ness and  early  death. 

8.  To  provide  guidance,  consultation,  and  in- 
service  training  to  public  health  personnel 
of  local  health  departments  and  to  assist 
them  in  programming  and  in  evaluating 
their  public  health  programs. 

9.  To  work  with  appropriate  groups  in  order 
to  maintain  a high  quality  of  professional 
care  in  all  areas  relating  to  health. 

10.  To  aid  and  assist  those  engaged  in  the  pri- 
vate practice  of  medicine  and  in  related 
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fields  by  largely  confining  our  activities  to 
those  areas  of  endeavor  that  would  be  im- 
possible or  extremely  difficult  for  the  indi- 
vidual to  accomplish. 

A table  compares  the  expenditures  for  health 
of  western  states  on  a per  capita  basis.  Only 
Oregon  ranks  lower  than  Arizona. 

The  failure  to  employ  federal  funds  for  health 
purposes  is  particularly  striking  in  Arizona.  Sev- 
eral of  the  western  states  are  spending  over  one 
dollar  per  capita  of  federal  funds  for  health  pur- 
poses, while  Arizona  employed  only  20  cents 
from  that  source. 

A plea  for  more  adequate  support  for  public 
health  is  made  as  follows : 

The  Board  of  Health  feels  that  is  has  a re- 


sponsibility in  calling  to  the  attention  of  the 
legislature  and  the  citizens  of  Arizona  that  an 
adequate  public  health  program  in  a growing 
state  is  a sound  investment. 

Large  industry  looks  not  only  at  shipping 
facilities,  markets,  labor  force  and  tax  rates, 
but  also  is  concerned  with  the  well  being  of 
its  potential  employees.  Are  there  adequate 
health,  school,  social  and  recreational  facilities 
to  maintain  a healthy,  happy,  productive  labor 
force? 

Informed  industry  knows  the  value  of  pro- 
gressive public  health  programs  and  evaluates 
a state  and  local  community  by  its  health  de- 
partment, along  with  many  other  considerations. 


Public  Health  Moves  Ahead  in  Maricopa  County 


THE  annual  report  for  1961  of  Dr.  S.  F.  Farns- 
worth, director  of  the  Maricopa  County 
Health  Department,  provides  a stirring  tale  of 
rapid  progress  in  the  improvement  of  health 
services  in  that  important  urban  area  of  Ari- 
zona. 

The  department  moved  into  its  splendid  new 
building  late  in  1960,  so  this  was  the  first  year 
in  which  the  staff  had  adequate  facilities  for 
its  rapidly  increasing  activities.  The  report  is 
well  illustrated  by  photographs  showing  many 
aspects  of  the  new  building  and  of  the  staff  ac- 
tivities. 

In  addition  to  the  well  recognized  services 
provided  by  most  health  departments,  Maricopa 
offers  maternity  services  to  all  who  are  not  able 
to  secure  private  medical  care  and  to  those  re- 
ferred by  private  physicians. 

In  1961  there  were  1,959  women  admitted  to 
medical  service  for  health  supervision  during 
pregnancy  and  the  postpartum  period.  The 
health  department’s  maternity  clinic  offers  med- 
ical care  by  obstetricians,  blood  tests,  chest 
X-rays,  examination  to  detect  cancer  in  the  early 
stages,  and  immunization  against  poliomyelitis. 
Another  important  activity  of  the  staff  was 


the  promotion  of  the  school  health  program  de- 
signed to  promote  the  maximum  health  of  the 
school  age  child.  The  department  worked  with 
all  schools  interested  in  establishing  and  im- 
proving their  school  health  programs.  For  chil- 
dren whose  parents  requested  protection,  im- 
munizations were  given  against  diphtheria, 
tetanus  and  smallpox. 

A new  area  of  responsibility  for  the  depart- 
ment was  the  establishment  of  its  own  public 
health  laboratory  designed  to  aid  in  the  pre- 
vention and  control  of  communicable  diseases. 
Examinations  are  performed  to  aid  physicians 
in  diagnosing  and  controlling  such  conditions  as 
tuberculosis,  enteric  diseases,  diphtheria  and 
many  others. 

Air  pollution  is  a problem  of  increasing  inten- 
sity in  the  Salt  River  Valley.  The  Bureau  of 
Public  Health  Engineering  of  the  health  de- 
partment is  studying  this  situation  and  has  al- 
ready collected  valuable  basic  data. 

The  total  expenditures  for  the  year  ending 
June  30,  1961  was  $907,743  to  provide  services 
for  a population  of  700,000  people.  Thus  the 
amount  expended  per  capita  was  $1.30. 


Annual  Report  on  The  Health  of  Pima  County 


| N his  annual  report  for  1961,  Dr.  F.  J.  Brady, 
1 director  of  the  Pima  County  Health  Depart- 
ment, gave  a concise  summary  of  the  activities 
of  this  official  health  agency. 


Tuberculosis  and  syphilis  continue  to  be  ma- 
jor problems  in  the  communicable  disease  field. 
Fortunately,  a full-time  tuberculosis  control  of- 
ficer, Dr.  William  G.  Ure,  is  now  engaged  in  an 
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intensification  of  the  control  campaign  so  that 
a rapid  reduction  in  the  dimensions  of  this  prob- 
lem is  expected. 

To  assist  in  this  campaign,  a Children’s  Tu- 
berculosis Clinic  for  the  supervision  and  treat- 
ment of  childhood  disease  has  been  established. 
From  June  30,  1959  to  June  30,  1961,  the  total 
cases  listed  in  the  Pima  County  Tuberculosis 
Register  dropped  from  1,090  to  930. 

The  control  of  venereal  diseases  is  based  upon 
an  active  case  finding  program  which  includes 
the  interviewing  of  all  known  contacts  and  get- 
ting infected  individuals  treated.  This  intensive 
program  began  in  Pima  County  in  mid  1960, 
and  in  that  year  57  cases  of  infectious  syphilis 
were  found  as  compared  with  only  one  in  the 
previous  year. 

Infant  mortality  rate,  number  of  deaths  in  the 
first  year  of  life  per  1,000  live  births  during  that 
period,  is  recognized  as  one  of  the  most  sensi- 
tive indicators  of  an  area’s  general  level  of 
health. 

It  is  interesting  to  note  that  the  infant  death 
rate  in  Pima  County  has  fallen  from  28.7  in 
1950  to  25.8  in  1961.  In  the  Tucson  urban  area 
the  rate  was  only  21.7  in  1961.  This  favorable 
trend  is  partly  due  to  better  obstetrical  care. 
But  no  doubt  the  prenatal  and  well  baby  clinics 
of  the  County  Health  Department  must  also  be 
given  credit  for  this  decline  in  infant  deaths. 

The  important  routine  services  of  the  Health 
Department  supplied  by  the  public  health 
nurses  and  the  sanitarians  have  greatly  in- 
creased in  volume  with  the  growth  in  popula- 
tion. Among  the  duties  of  the  nurses  are  assist- 
ance to  tuberculosis  patients  in  the  home,  spe- 
cial investigations  tor  known  or  suspected  com- 
municable disease,  advice  and  guidance  to 
mothers  regarding  the  care  of  children,  and  as- 
sistance to  physicians  in  clinics. 

During  the  year  the  staff  consisted  of  some 
sixty  individuals  assisted  by  the  part-time  serv- 
ice of  eight  physicians.  For  the  fiscal  year  end- 
ing June  30,  1961  the  Health  Department  ex- 
pended $271,269  as  compared  with  $243,845  for 
the  previous  year.  These  expenditures  were 
$1.01  and  96  cents  per  capita,  respectively. 

Hugh  H.  Smith,  M.D. 


Arizona  Physicians  Inducted  Fellows 
of  American  College  of  Surgeons 

EIGHT  Arizona  physicians  were  inducted  as 
fellows  of  the  American  College  of  Surgeons 
during  its  annual  Clinical  Congress  at  Atlantic 
City,  New  Jersey  on  October  18. 

Phoenix  physicians  receiving  this  distinction 
were : 

Robert  E.  Hancock,  M.D. 

William  B.  Helme,  M.D. 

George  T.  Hoffmann,  M.D. 

Philip  Z.  Saba,  M.D. 

Old  L.  Shumway,  M.D. 

New  fellows  from  Tucson  were: 

Lloyd  S.  Epstein,  M.D. 

George  D.  Robertson,  M.D. 

Bernard  W.  Simons,  Jr.,  M.D. 


NEW  BOOKS  RECEIVED 

Cusumano,  Charles  L.:  Malpractice  Law  Dis- 
sected for  Quick  Grasping,  Medicine-Law  Press, 
Inc.,  42  Broadway,  New  York  4,  New  York.  Writ- 
ten primarily  for  physicians,  dentists  and  others 
in  the  healing  professions.  Deals  exclusively  and 
fully  with  the  subject  of  medical  malpractice  law 
in  a non-technical  and  highly  readable  style.  $10. 

Dodson,  Austin  I.  Jr.;  Hill,  J.  Edward;  Synop- 
sis of  Genitourinary  Disease,  7th  Edition.  The 
C.  V.  Mosby  Company,  St.  Louis.  A revision  of 
all  chapters  except  the  one  on  anatomy,  with 
the  same  general  scope  and  purpose  as  planned 
by  the  original  author,  Dr.  Austin  L.  Dodson  Sr. 
Essential  facts  connected  with  urology  may  be 
readily  grasped  by  the  student  of  medicine,  and 
are  a handy  reference  for  the  physician  in  prac- 
tice. $7.75. 

de  Huszar,  George  B.,  Fundamentals  of  Vol- 
untary Health  Care,  The  Caxton  Printers,  Ltd., 
Caldwell,  Idaho.  Devoted  exclusively  to  non- 
governmental means  of  achieving  satisfactory 
health  care  for  the  American  people.  Selections 
in  this  symposium  champion  the  voluntary  health 
care  viewpoint.  $6. 
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Specialists  Needed  for  MEDICO 

MEDICO,  a service  of  care,  needs  physicians, 
surgeons,  specialists,  nurses  and  laboratory 
and  X-ray  technologists  for  service  in  newly  de- 
veloped lands. 

Medico  was  founded  in  1958  as  a nonprofit 
agency  by  Dr.  Peter  D.  Comanduras  and  the 
late  Dr.  Thomas  A.  Dooley.  It  establishes  hos- 
pitals and  clinics  and  provides  volunteer  physi- 
cians and  paramedical  personnel  to  staff  them. 
It  also  recruits  and  sends  specialists  abroad  to 
its  own  and  other  hospitals  on  instructional 
projects  designed  to  assist  local  physicians  and 
medical  personnel  in  acquiring  latest  technical 
skills. 

Current  medico  projects  are  operating  in  Af- 
ghanistan, Cambodia,  Gabon,  Haiti,  Jordan, 
Kenya,  Malaya,  Tanganyiki,  Vietnam  and  Hong 
Kong.  They  reach  into  remote  jungle  villages 
and  mountain  sections.  All  were  initiated  at 
the  specific  request  of  the  host  government. 

In  separate  support  programs,  medico  pro- 
vides some  financing,  large  supplies  of  drugs 
donated  by  U.S.  drug  manufacturers,  hospital 
equipment,  and,  in  certain  cases,  physicians  and 
aides  to  existing  installations. 

For  further  information,  write  to  medico,  660 
First  Avenue,  New  York  16,  New  York. 


WICHE  Elects  Dr.  Melick 

«R.  DERMONT  W.  MELICK  of  Phoenix  was 
elected  vice-chairman  of  the  Western  Inter- 
state Commission  for  Higher  Learning  (WICHE) 
at  its  recent  meeting  in  San  Francisco.  Dr. 

Charles  J.  Armstrong, 
president,  University  of 
Nevada,  was  chosen 
chairman.  All  13  states 
were  represented  at  the 
meeting. 

Dr.  Melick  has  been 
chairman  of  the  Arizona 
Commission  of  WICHE 
since  1957.  He  gradu- 
ated from  The  Univers- 
ity of  Arizona  with  a 
B.S.  degree,  and  re- 
ceived his  M.D.,  M.Sc. 
[Med]  and  D.Sc.  [Med] 
from  The  University  of 
Pennsylvania.  He  has 
done  graduate  work  at 
The  University  of  Wisconsin  and  The  University 
of  Michigan. 

He  was  president  of  the  Maricopa  County 
Medical  Society  in  1951,  ARM  A secretary  1952- 
56,  and  its  president  in  1959. 

Dr.  Melick  is  also  chairman  of  the  board  of 
trustees  of  the  Southwest  Blood  Banks,  a posi- 
tion which  he  has  held  since  1954. 


Dr.  Rowe  Elected  President  Arizona  Heart  Association 


DR.  HAROLD  J.  ROWE,  of  Tucson,  has  been 
elected  president  of  the  Arizona  Heart  As- 
sociation for  1962-63.  He 
succeeds  Dr.  W.  Shaw 
McDaniel,  of  Phoenix. 

Dr.  Rowe  received  his 
M.D.  degree  from  Tem- 
ple University,  and  has 
since  done  graduate 
work  at  the  Universities 
of  Pennsylvania,  Pitts- 
burgh, Michigan,  and 
Southern  California. 

He  is  the  past  presi- 
dent of  the  Arthritis 
Clinics,  Pima  County 


Hospital,  chief  of  medicine  at  Pima  County 
General  Hospital,  present  chief  of  staff  at  St. 
Joseph’s  Hospital,  present  governing  staff,  St. 
Mary’s  Hospital,  and  has  been  on  the  teaching 
staff  in  internal  medicine  at  Tucson  Medical 
Center. 

The  Arizona  Heart  Association,  with  offices 
in  Phoenix,  is  affiliated  with  the  American  Heart 
Association.  Its  chapters  are  the  Maricopa  Heart 
Association,  Phoenix,  and  the  Southern  Arizona 
Heart  Association,  Tucson. 


Dr.  Rowe 
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Arizona  Poisoning  Control 
Information  Center 


OSTUME  jewelry  made  from  poisonous 
jequirity  beans  is  still  present  in  many  homes 
in  Arizona.  Apparently  necklaces  and  bracelets, 
each  of  which  may  contain  as  many  as  250  of 
these  beans,  have  been  obtained  from  Mexico, 
Hawaii,  and  Hati.  A number  of  these  items  of 
jewelry  have  been  voluntarily  turned  in  to  the 
Arizona  Poisoning  Control  Information  Center  at 
The  University  of  Arizona  by  people  in  Arizona. 

The  apparent  widespread  possession  of  this 
jewelry  has  prompted 
this  center  to  issue  a 
warning  concerning  the 
potential  toxic  hazard 
presented  by  this  plant 
seed. 

The  jequirity  bean  is 
the  seed  of  Abrus  preca- 
torias  L.,  a plant  which 
grows  in  all  tropical  and 
sub-tropical  climates  of 
the  world,  including 
Central  America  and 
Florida1'2. 

The  seeds  are  hard, 
ovoid,  about  % inch  in 
length,  and  bright  scarlet 
with  one  black  end 
(hilum).  Because  of  their  highly  ornamental 
appearance,  the  seeds  are  often  used  for  bead 
work  and  rosaries. 

Although  they  are  usually  referred  to  in  com- 
merce as  jequirity  seeds,  they  are  also  known  as 
precatory  seeds,  rosary  peas,  crabs-eyes,  jumbo 
beans,  Indian  prayer  beans,  lucky  beans,  and 
mienie-mienies1,2. 

These  small,  bean-like  seeds  are  violently  poi- 
sonous. They  contain  the  toxalbumin,  abrin,  the 
chemical  and  toxic  natures  of  which  closely  re- 
semble those  of  ricin,  the  plant  protein  found 
in  castor  beans3'5. 

The  toxicity  of  abrin  is  such  that  the  lethal 
dose  for  animals  is  about  0.01  mg/kg3.  It  has 
been  estimated  that  one  well-chewed  seed  is 


Poisonous  Seeds  Used 
In  Costume  Jewelry 

sufficient  for  the  fatal  poisoning  of  a human 
being3,4. 

Because  of  the  hard  and  relatively  imperme- 
able seed  coat,  the  seeds  are  not  toxic  if  swal- 
lowed whole.4,5  However,  it  is  important  to  note 
that  the  shell  of  the  seeds  used  in  jewelry  are 
not  completely  intact.  Each  seed  is  drilled  to 
permit  passage  of  a string  in  the  preparation  of 
the  jewelry;  thus,  the  toxic  abrin  within  the 
seeds  is  accessible  to  the  gastrointestinal  tract. 
Further,  if  dropped  on  the  floor,  these  seeds 
might  be  crushed  by  a foot  and  could  provide 
a lethal  morsel  for  a creeping  baby  or  a small 
child  attracted  by  the  bright  red  shell. 

The  toxic  protein,  abrin,  is  slowly  absorbed 
from  the  gastrointestinal  tract.  For  this  reason 
a delay  of  one  to  three  days  following  ingestion 
of  the  seeds  may  occur  before  onset  of  toxic 
symptoms.  These  include  marked  vomiting  and 
diarrhea,  abdominal  pain,  hemorrhagic  gastri- 
tis, hematuria,  drowsiness,  disorientation,  and 
circulatory  collapse.  Oliguria  due  to  kidney 
damage  may  develop  and  progress  to  uremia 
and  death  within  12  days4,6.  No  specific  antidote 
is  available  to  counteract  these  toxic  effects. 

Treatment  of  poisoning  includes  emptying  of 
the  stomach  as  soon  as  possible  following  in- 
gestion of  the  seeds.  Vomiting  should  be  in- 
duced followed  by  gastric  lavage  and  adminis- 
tration of  a saline  cathartic.  The  urine  should 
be  alkalinized  by  oral  administration  of  5-15  g 
of  sodium  bicarbonate  daily  to  prevent  precipi- 
tation of  hemoglobin  or  hemoglobin  products 
in  the  kidneys4.  Supportive  and  symptomatic 
measures  should  be  directed  towards  mainte- 
nance of  hydration,  circulation,  and  renal  func- 
tion. 

In  view  of  the  highly  toxic  nature  of  the  je- 
quirity bean,  prevention  of  poisoning  is  most 
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important.  Costume  jewelry  made  from  these 
seeds  should  be  kept  out  of  the  reach  of  chil- 
dren. Preferably  this  jewelry  should  not  be  per- 
mitted in  the  home. 

It  was  stated  that  the  chemical  and  highly 
toxic  properties  of  abrin  present  in  the  jequirity 
bean  are  similar  to  those  of  ricin  in  the  castor 
bean.  In  view  of  the  widespread  distribution  of 
the  ornamental  castor  bean  plant  among  homes 
in  Arizona  and  the  Southwest,  the  need  to  pre- 
vent accidental  poisoning  in  children  from  this 
poisonous  plant  seed  should  also  be  empha- 
sized. 

The  most  important  preventative  measure  is 
to  remove  and  destroy  the  green  spiny  capsules 
containing  the  castor  beans  as  soon  as  they 
appear  on  the  plant.  This  should  be  done  before 
the  capsules  burst  and  the  ripe  seeds  fall  to  the 
ground. 


Albert  L.  Picchioni,  Ph.D. 
Pharmacologist  and  Director 
Arizona  Poisoning  Control  Program 
The  University  of  Arizona,  Tucson 

Willis  R.  Brewer,  Ph.D. 
Dean,  College  of  Pharmacy 
The  University  of  Arizona,  Tucson 

Lincoln  Chin,  Ph.D. 
Pharmacologist 
The  University  of  Arizona,  Tucson 
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☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 
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ASSOCIATION,  INC. 
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For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 
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DEPRESSION 
...AS  IT 
CALMS 

ANYItTV 


“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


Brightens  mood... relaxes  tension 


Dosage:  Usual  starting  dose  is  I tablet  q.i.d. 
When  necessary,  this  may  be  increased  gradu- 
ally up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  lor  literature  and  samples. 

‘Deprol* 

WALLACE  LABORATORIES 
Cranbury,  N.  J. 


F 

j, 

I Energizers 

relieve  depression 


i . 


Tranquilizers 
reduce  anxiety 


Deprol  both  lifts  depression  and  calms  anxiety 


CD-7393 


...WITH  METHEDRINE'  SHE  CAN  HAPPILY  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent.”  Douglas,  H.  S.:  West.J.Surg.  59:238  (May)  1951. 

‘METHEDRINE’ 

brand  Methamphetamine  Hydrochloride 

Supplied:  Tablets  5 mg.,  scored.  Bottfes  of  100  and  1000. 


Literature  available  on  request. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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THE  SIGNIFICANT  NEW  PHYSIOTONIC 


BRAND  OF  STANOZOLOL 


Usual  adult  dose:  1 tablet  t.i.d. 
Before  prescribing,  consult 
literature  for  additional  dosage 
information,  possible  side  effects 
and  contraindications. 

SUPPLIED:2  mg. tablets.  Bottles  of  100. 


LABORATORIES 

New  York  18,  N.  Y. 


well  tolerated  oral 
anabolic 


BUILDS 

BODY  TISSUE 

BUILDS  confidence, 
alertness  and  sense 
of  well-being 
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Medical  Meetings  — Postgraduate  Education 


72nd  Annual  Meeting 

The  Arizona  Medical  Association,  Inc. 

May  1-4, 1963 

Pioneer  Hotel,  Tucson,  Arizona 

Dr.  John  R.  Swartzmann,  General  Chairman 


Wednesday,  May  1: 


7:30  a. m. 

Board  of  Directors  breakfast 

East  Room 

8:15  a.m. 

Board  of  Directors  meeting 

Bamboo  Room 

12:00  noon 

Board  of  Directors  luncheon 

East  Room 

1:00  p.m. 

House  of  Delegates,  first  meeting 

Terrace  Room 

3:00  p.m. 

Blue  Shield  annual  corporation  meeting 

Terrace  Room 

7:00  p.m. 

Reception 

Patio  Terrace 

8:00  p.m. 

Chuckwagon  dinner 

Patio  Terrace 

Thursday,  May  2: 

7:30  a.m. 

Breakfast,  Panel  discussion,  “Pain” 

Moderator:  Dr.  John  R.  Green 
Panelists:  Drs.  Paul  R.  Dumke,  Eduardo  Eidelberg, 
Fred  Kern,  Jr.,  William  H.  Sweet 

East  Room 

9:30  a.m. 

Intermission  — Exhibits 

10:00  a.m. 

Call  to  order,  Dr.  Clarence  E.  Yount,  Jr.,  President 
Invocation,  The  Reverend  Glenn  C.  McGee,  Minister, 
Trinity  Presbyterian  Church 
Memorial  Service,  The  Reverend  Glenn  C.  McGee 
Welcome,  Dr.  Clarence  H.  Kuhlman,  President, 

Pima  County  Medical  Society 
Response,  Dr.  Zenas  B.  Noon,  President, 

Santa  Cruz  County  Medical  Society 
Introduction  of  the  incoming  president, 

Dr.  Clarence  E.  Yount  Jr. 

Presidential  address.  Dr.  William  B.  Steen 

Terrace  Room 

11:15  a.m. 

Intermission  — Exhibits 

Scientific  Session  — The  Public  is  Invited. 

11:30  a.m. 

Panel  discussion,  “Pediatric  Surgery” 
Moderator:  Dr.  Daniel  T.  Cloud 
Panelists:  Drs.  John  Caffey,  Paul  R.  Dumke, 
Hugh  B.  Lynn,  William  H.  Sweet 

Terrace  Room 
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1:00  p.m. 


1:00  p.m. 
2:45  p.m. 
2:30  p.m. 
3:15  p.m. 
5:00  p.m. 
7:00  p.m. 


Friday,  May  3: 
7:30  a.m. 


9:45  a.m. 

10:00  a.m. 
10:30  a.m. 

11:00  a.m. 
11:30  a.m. 


Medical  Meetings  — Postgraduate  Education 

Arizona  Chapter,  American  Academy  of  General  Practice,  Sun  Deck 

Luncheon  and  business  meeting 

Arizona  Chapter,  American  College  of  Surgeons,  Main  Dining  Room 

“Pectus  Excavatum,”  Dr.  Hugh  B.  Lynn,  Rochester,  Minnesota 
Arizona  Section,  American  College  of  Obstetrics  and  Terrace  Room 

Gynecology, 

Luncheon  and  Business  meeting 

Arizona  Society  of  Allergists,  “Pharmacophysiologic  Principles  Bamboo  Room 
to  Remember  in  the  Protective  Use  of  Corticosteroids,” 

Dr.  Edmund  L.  Keeney,  La  Jolla,  California 
Arizona  Society  of  Pathologists  Corner  Room 

Handicap  golf  tournament,  ’49ers  Golf  and  Country  Club 


Annual  Bowling  Tournament,  Lucky  Strike  Bowl 


Reference  Committees,  subject  to  call 
Reference  Committees,  subject  to  cal! 

Western  Reserve  Alumni  Association,  cocktails  and  dinner 


Main  Dining  Room 
Main  Dining  Room 
Bamboo  Room 


Arizona  Chapter,  Western  Orthopedic  Association 
Arizona  Radiological  Society 

Arizona  Society  of  Anesthesiologists,  “Physicians  and  Novelists,” 
Dr.  Paul  R.  Dumke,  Detroit,  Michigan 


Chinese  Room 
Green  Room 
East  Room 


The  foregoing  luncheons  and  banquets  are  open  to  all  registrants  and  their  wives. 


Scientific  Session 

Breakfast.  Seminar,  “Viral  Hepatitis”  East  Room 

Moderator:  Dr.  Hugh  H.  Smith 
Participants:  Dr.  Gwilym  R.  Jones, 

“National  Morbidity” 

Dr.  Lloyd  M.  Farner, 

“Morbidity  in  Arizona” 

Dr.  Donald  S.  Martin, 

“Historical  Background,  Etiology,  Epidemiological 
Considerations  and  Preventive  Measures” 

Dr.  Edward  Englert, 

“Clinical  Diagnosis  and  Management  of  the  Hepatitis  Patient 
Discussants:  Dr.  Eldon  V.  Davis,  Dr.  James  W.  Mosley 

Intermission  — Exhibits 

Scientific  Sessions. 

“Umbilical  Hernia,”  Dr.  Hugh  B.  Lynn,  Rochester,  Minnesota  Terrace  Room 

“Diagnosis  and  Management  of  Malabsorption  in  the  Adult,  Dr.  Fred  Kern,  Jr., 
Denver,  Colorado 

“New  Knowledge  in  the  Diagnosis  and  Treatment  of  Congenital  Dislocation  of 
the  Hip,  Dr.  John  Caffey,  Denver,  Colorado 
Moderator  of  foregoing  sessions:  Dr.  Richard  B.  Johns 

Intermission  — Exhibit  Attendance  Award 
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Medical  Meetings  — Postgraduate  Education 


11:45  a.m. 


12:15  p.m. 
12:45  p.m. 


1:00  p.m. 


3:00  p.m. 
7:30  p.m. 
8:30  p.m. 

Saturday,  May  4: 
9:00  a.m. 


9:30  a.m. 


Scientific  Sessions 

“Isotopes  and  the  Diagnosis  and  Treatment  of  Brain  Tumors,”  Terrace  Room 
Dr.  William  H.  Sweet,  Boston,  Massachusetts 

“The  Condition  of  Asthmatic  Patients  After  Daily  Long-Term  Corticosteroid 
Treatment,”  Dr.  Edmund  L.  Keeney,  La  Jolla,  California 


“Annual  Award  Paper” 

By  Author 

Moderator  of  foregoing  sessions:  Dr.  Juan  E.  Fonseca 


Arizona  Chapter,  American  College  of  Chest  Physicians, 
“Pathological  Findings  in  an  Emphysematous  Patient 
After  Eight  Years  of  Daily,  High-Dose  Corticosteroid 
Therapy,”  Dr.  Edmund  L.  Keeney,  La  Jolla,  California 
Arizona  Psychiatric  Society 

Arizona  Society  of  Pediatrics,  “Clinical  and  Radiographic 
Features  of  Vitamin  Poisoning  of  Infants  and  Children,” 

Dr.  John  Caffey,  Denver,  Colorado 
Arizona  Division,  International  College  of  Surgeons,  “Non- 

Operative  Aspects  of  Pediatric  Surgical  Care,”  Dr.  Hugh  B.  Lynn, 
Rochester,  Minnesota 


East  Room  or 
Main  Dining  Room 


Green  Room 
Varsity  Room 

Bamboo  Room 


The  foregoing  luncheons  are  open  to  all  registrants  and  their  wives. 


House  of  Delegates,  second  meeting 
President’s  reception 
President’s  dinner-dance 


Terrace  Room 
Terrace  Patio 
Terrace  Room 


Scientific  Sessions  Terrace  Room 

“Recent  Developments  in  Peptic  Ulcer,”  Dr.  Fred  Kern,  Jr.,  Denver,  Colorado 

“Morbidity  in  Arizona,”  Melvin  H.  Goodwin,  Ph.D.,  Phoenix,  Arizona 


10:00  a.m. 
10:30  a.m. 


11:00  a.m. 


11:15  a.m. 


11:45  a.m. 


“Management  of  Intracranial  Aneurysms,”  Dr.  William  H.  Sweet,  Boston,  Mass. 

“Heart  Disease  and  Anesthesia,”  Dr.  Paul  R.  Dumke,  Detroit,  Michigan 
Moderator  for  the  foregoing  sessions:  Dr.  John  F.  Currin 

Intermission  — Exhibit  Attendance  Award  Main  Ballroom 

Scientific  Sessions  Terrace  Room 

“There  is  no  Black  or  White  Answer,”  The  Reverend  Paul  B.  McCleave,  Ph.D., 
Chicago,  Illinois 

“Radiographic  Values  in  the  Respiratory  Stress  Syndrome  of  Infants  and  Chil- 
dren,” Dr.  John  Caffey,  Denver,  Colorado 

Moderator  for  the  foregoing  sessions:  Dr.  Delbert  L.  Secrist 


12:15  p.m.  “The  Pima  Plan,”  A Medico-Legal  Panel  Discussion 
Moderator:  Dr.  Ian  M.  Chesser 
Panelists:  Mr.  Robert  O.  Lesher,  Tucson 

Mr.  Edward  H.  Bringhurst,  Phoenix 
Mr.  Harry  Cavanagh,  Phoenix 

1 : 15  p.m.  Adjournment 
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Put  your 
low-back  patient 
back  on  the  payroll 

Soma  relieves  stiffness 
— stops  pain , too 

YOUR  CONCERN:  Rapid  relief  from  pain  for 
your  patient.  Get  him  back  to  his  normal  ac- 
tivity, fast ! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain 
relief  while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness 
gone,  your  patient  is  soon  restored  to  full  activ- 
ity— often  in  days  instead  of  weeks. 


This  was  demonstrated  by  Kestler  in  a controlled 
study:  average  time  for  full  recovery  was  11.5 
days  with  Soma,  41  days  without  Soma. 
(J.A.M.A.  172:2039,  April  30,  1960.) 

Soma  is  notably  safe.  Side  effects  are  rare. 
Drowsiness  may  occur,  but  usually  only  in  higher 
dosages.  Soma  is  available  in  350  mg.  tablets. 
USUAL  DOSAGE:  1 TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 


® Wallace  Laboratories,  Cranbury,  New  Jersey 


Whatever  happened 
to  handkerchiefs? 


Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
ivas  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  tivo  antihistamines 
and  two  decongestants*  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

"Each  tablet  contains  phenylephrine  HC1  10  mg., 
phenylpropanolamine  HC1  40  mg.,  phenyltoloxamine 
citrate  15  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 


long-acting  nasal  decongestant/ 
antihistamine 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


Laboratories 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY 

MAURICE  ROSENTHAL,  M.D.  • 
GEORGE  SCHARF,  M.D. 
SEYMOUR  B.  SILVERMAN,  M.D. 
BLAND  GIDDINGS,  M.D. 
GERALDINE  PACE,  M.D. 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSAAAN,  M.D. 


Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 


1 1 30  E.  McDowell  Rd.  • 

Phone  AL  8-1601 


Phoenix,  Arizona 


Information,  Price  Lists  and  Mailing  Containers  upon  request. 


tHedical  Center  K-fdaij  and  Clinical  Xaltcratorif 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

PrcffeAAfonal  K-idaif  and  Clinical  Xahratcrtf 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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Classified 


BUTLER'S  REST  HOME 


EENT  Physician,  49,  Board  eligible  Ophthal- 
mology, seeks  association  with  older  Physician 
or  purchase  of  established  practice  or  location. 
Reply  Box  63-1-1,  Arizona  Medicine. 

One  Suite  Now  Available 

MEDICAL  ARTS  CENTER 

24-30  North  Hibbert  Street 
Mesa,  Arizona 

Private  Parking 
Near  Hospital 

Contact  A.  E.  Muccilli,  M.D. 
WOodland  4-1 161 


ACTIVE  GP  PRACTICE  FOR  SALE 

Fully  equipped  modern  office  in  the  heart  of  the 
fastest  growing  city  in  Southeastern  Arizona. 
Grossed  over  $70,000  in  1962  as  one-man  opera- 
tion. Size  (2,400  sq.  ft.)  of  office  is  ideal  for  a 
two-man  practice.  Leaving  for  specialization  train- 
ing. Reply  Arizona  Medicine  Journal,  Box  63-2-2. 


Retiring,  but  able-bodied  proctologist  wants  part 
time  work  or  possible  association  with  busy  proc- 
tologist, possibly  in  the  Phoenix  or  Tucson  area. 
Expert  in  office  proctology  and  prolonged  local 
anesthesia.  References  on  request.  Eligible  for 
Arizona  license.  Reply  to  Mid-Westerner,  Box 
63-3-2,  Arizona  Medicine. 


CLINIC  MANAGER  — 45  years  old,  married,  6 
years  experience  in  all  phases  of  clinic  manage- 
ment including  accounting,  wishes  employment 
in  Arizona.  Call  collect  — T.  F.  Johnston,  Prineville, 
Oregon,  H I Merest  7-4097. 


FOR  SALE 

Model  38XRC  Mattern  Combination  X-Ray  80 
M.A.  90  KUP,  220  V-A.C.  Power  Single  Stroke 
Bucky,  Electric  Trip  Aeromax  8 S.P.  Tube. 

Forced  sale,  very  reasonable  — ALpine  4-2284  — 
Mr.  Speaker  or  Mr.  Gawlik. 


• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


WOULD  YOUR  OFFICE  RENT  STOP  . . . 
IF  YOU  WERE  HOSPITALIZED  FOR 
SIX  MONTHS? 

Of  course  not!  That’s  just  one  of  the  reasons 
why  wise  physicians  and  dentists  take  ad- 
vantage of  broad  new  benefits  available  in 
our  “Loss  of  Time”  policy. 

We  pay  YOU  each  month  when  you  are  hos- 
pitalized or  disabled. 

For  full  details,  at  no  obligation,  simply  send 
the  coupon  below. 

PHYSICIANS  MUTUAL  INSURANCE  CO. 

formerly 

Physicians  Casualty  and  Health  Associations 

“The  Doctors  Company ” 

Insuring  Physicians  & Dentists  for  60  years. 


Physicians  Mutual  Insurance  Company 
115  So.  42nd  Street 
Omaha  31,  Nebraska 

Please  send  details  on  your  “Loss  of  Time”  policy. 

NAME AGE 

ADDRESS- 

CITY STATE 


February,  1963 
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HILLCREST  MEDICAL  CENTER 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Established  1921 

Third  Avenue  & Adams  St.  Tucson,  Arizona 

Phone  MA  3-7591 

• General  Medical 

• Orthopedic  ® Medical  Doctor 

• Post-Operative  of  Your  Choice 

• Acute  or  Chronic 

• Convalescent  • Non-Sectarian 

• Geriatric 

Member  American  Hospital  Association 

Admittance  by  Doctors  of  Medicine  Only 
Katharine  C.  Schmid  Charles  H.  Schmid 


Serving  Arizona 
Health  Needs 
Since  1908 


ffuCMl-GiKMA 

V DRUG  STORES 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses/  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 
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Physicians’  Directory 


ALLERGY 

E.  G.  BARNET,  M.D. 

Diplomate,  American  Board  of  Otolaryngology 
Fellow,  American  College  of  Allergists 
Fellow,  American  Society  of  Ophthalmologic 
and  Otolaryngologic  Allergy 

EENT  Allergy  Including  Repository  Therapy 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — - Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomare  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 
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MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


March,  1963 
Vol.  20,  No.  3 


In  this  issue: 


Cardiac  Management  of  the  Surgical  Patient  45 

Joe  C.  Ehrlich,  M.D. 

An  Introduction  to  Spatial  Vectorcardiography  51 

Thomas  P.  K.  Lim,  M.D.,  Ph.  D. 

Phenomenological  Principles  in  Psychiatric  Diagnosis  59 

Allen  J.  Enelow,  M.D. 


in  severe  respiratory  infections 
refractory  to  other  measures. 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

for  established 
clinical  efficacy  against 
susceptible  organisms 


In  Friedlander’s  Pneumonia313 

Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

In  Hemophilus  Influenzae  Pneumonia3,4,13,14 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

In  Staphylococcal  Pneumonia18,13 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

In  Acute  Epiglottitis4,10'11 

This  condition  is  most  often  caused  by  H.  influenzae , most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

In  Pneumonias  Due  to  Gram-negative  Bacilli9 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter,  Proteus  of  various  species,  Paracolobactrum , and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

In  Staphylococcal  Empyema12 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  S.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M.,  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22:769,  1958.  (7)  Calvy,  G.  L.: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H„  III,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C.:  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  CP  17:77  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 
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New  Isuprel  Compound  Elixir  is  a bal- 
anced expectorant  bronchodilator.  It 
contains  potassium  iodide  to  promote  ex- 
pectoration and  relieve  dry  cough.  Its 
three  bronchodilators,  Isuprel,  ephedrine, 
and  theophylline,  keep  bronchi  continu- 
ously dilated.  Luminal  is  included  to  ne- 
gate possible  side  effect  from  adrenergic 
medication  and  to  provide  very  mild 
sedation  for  the  patient. 

New  Isuprel  Compound  Elixir  alleviates 
symptoms. ..prolongs  relief  in  chronic 
bronchitis  and  emphysema. 

Each  good-tasting  vanilla-flavored  tablespoon 


(15  cc.)  contains: 

Isuprel®  (brand  of  isoproterenol)  HC1  ...  2.5  mg. 

Ephedrine  sulfate  12  mg. 

Theophylline  45  mg. 

Potassium  iodide 150  mg. 

Luminal®  (brand  of  phenobarbital) 6 mg. 

Alcohol  19% 


Adult  Dose:  2 tablespoons  3 or  4 times  daily. 
How  Supplied:  Isuprel  Compound  Elixir  is  sup- 
plied in  bottles  of  16  fl.  oz. 


Before  prescribing  be  sure  to  consult  Winthrop’s 
literature  for  additional  information  about  dos- 
age, possible  side  effects  and  contraindications. 
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Report  II 


100% 


Specific  analysis  of  3,332  cultures  of  streptococci  and  staphylococci 
isolated  from  the  ear,  nose,  throat,  and  lower  respiratory  tract* 
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CHLORAMPHENICOL 


Report  I demonstrated  the  susceptibility  of  9,872  cultures  of  common  pathogens  to  five  antibiotics 
(chloramphenicol,  erythromycin,  penicillin,  tetracycline,  Tao).  The  report  concluded  that  Tao 
showed  the  greatest  overall  in  vitro  effectiveness  against  these  bacteria  isolated  from  patients.1 
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If  you  would  like  a report  of  the 
entire  susceptibility  study,  write 
Medical  Department,  J.  B.  Roerig 
and  Company,  235  E.  42nd  St., 
New  York  17,  N.Y. 
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Pediatric  Drops  • Parenteral  (as oleandomycin phosphate) 


SURVEY  OF  9,872 


Conclusions  of  Nationwide  Survey:  Report  I 


1.  Even  after  five  years  of  general  use,  Tao,  of 
the  antibiotics  tested,  demonstrated  greatest  ac- 
tivity against  respiratory  streptococci  and  staphy- 
lococci (3,332  cultures). 


2.  Overall  results  showed  a higher  percentage 
of  susceptibility  among  these  common  pathogens 
to  Tao  than  to  the  other  antibiotics.  Susceptibility 
to  Tao  was  greatest,  not  only  in  respiratory  strep- 
tococci and  staphylococci,  but  also  in  these  organ- 
isms isolated  from  skin  and  soft  tissue  (3,423  cul- 
tures), genitourinary  and  gastrointestinal  tracts 
and  other  sources  (2,458  cultures).  Susceptibility 
was  equal  to  all  antibiotics  tested  in  pneumococci 
from  unspecified  sources  (463  cultures),  and  less 


to  Tao  in  II.  influenzae  from  unspecified  sources 
(196  cultures). 

3.  Tao  has  been  used  for  five  years  without 
development  of  predictable  cross  resistance. 
In  1958  and  1961,  approximately  73%  and  70%, 
respectively,  of  erythromycin-resistant  problem 
staphylococci  showed  susceptibility  to  Tao.3, 1 The 
present  study  confirms  the  continuing  high  degree 
of  Tao  activity  even  against  these  pathogens.  Of 
1,592  cultures  of  erythromycin-resistant  staphy- 
lococci, 68%  were  susceptible  to  Tao,  while  in  the 
reverse  situation,  only  33%  of  768  Tao-resistant 
staphylococci  were  susceptible  to  erythromycin. 


With  ARISTOCORT  Triamcinolone,  patients  with  rheumatoid 
arthritis  and  related  disorders  of  the  joints  obtain  early 
gratifying  relief  of  pain,  swelling,  and  stiffness  of  joints,  with 
improved  mobility.  Yet  ARISTOCORT  provides  symptomatic 
control  with  only  minimal  interference  with  other  metabolic 
mechanisms.  In  this  respect,  ARISTOCORT  is  unsurpassed,  when 
compared  with  other  corticosteroids,  old  and  new.  Typical 
steroid  problems  of  sodium  retention  and  edema,  undesirable 
euphoria,  or  voracious  appetite  and  excessive  weight  gain  rarely 
occur  with  ARISTOCORT. 


Triamcinolone  Lederle 


Maximum  steroid  benefits  with  minimum  steroid  penalty 


Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  for  ARISTOCORT 
Tablets  (1  mg.,  2 mg.,  4 mg.)  from  your  Lederle  representative,  or  write  to  Medical  Advisory  Department. 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

163-3 


...WITH  METHEDRINE'  SHE  CAN  HAPPILY  REFUSE! 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine . . . because  it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized  or 

entirely  absent,”  Douglas,  H.  S.:  WestJ.Surg.  59:238  (May)  1951. 


‘METHEDRINE’ 

brand  Methamphetamine  Hydrochloride 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

Literature  available  on  request. 

jS  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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= Toot!  We  have  a nice  little  bargain,  too... 


Accustomed  as  we  are  to  talking  about  purity, 
potency,  stability,  things  like  that,  we  thought 
you  might  like  to  know  that  mothers  can  make 
a nice  saving  on  Vi-Daylin  Chewables  for  the 
next  few  weeks.  Nothing  complicated.  She 
buys  a bottle  of  100  at  the  regular  price.  She 
gets  a bottle  of  30  free.  Big  deal?  Well,  not  a 
bad  one.  It  means  she’sgetting  her  Vi-Daylin  for 
less  than  3^  per  daily  dose  per  child. 

You  might  find  some  vitamins  some- 
where that  would  cost  even  less. 

But  will  the  youngsters  take  them? 

Vi-Daylin— Vitamins  A,  D,  Bi,  B2i  Be,  B12,  C, 

and  Nicotinamide,  Abbott  301079 


hese  Chewables  Taste  as  Good  as  They  Look 

(AND  THEY’RE  SUGAR-FREE,  THANKS  TO  SUCARYL®) 


SUCARYL— Abbott’s  Non-Caloric  Sweetener. 

VI-DAYLIN— Vitamins  A,  D,  B1;  B2,  B6,  B12,  C,  and  Nicotinamide,  Abbott. 


- 


First  cousin  to  an  orange.  Next  door  neighbor 
to  a lemon  — that’s  new  Vi-Daylin®  Chew- 
able  with  Entrapped  Flavor. 

They  look  like  footballs  and  smell  like 
candy  and  you’ve  never  tasted  a chewable 
vitamin  quite  like  them.  What  surprises  you 
is  not  so  much  what  you  taste  as  what  you 
don’t  taste.  Vitamins.  They  simply  don’t 
come  through  — either  in  taste  or 
aftertaste.  Even  the  riboflavin 
is  trapped  and  civilized. 


Our  dual  coating  process  does  it  — seals 
the  raw  vitamin  tastes,  protects  the  delicate 
flavoring  agents.  Releases  the  sweet  citrus 
flavor  in  the  mouth,  the  vitamins  in  the  g-i 
tract.  With  both  vitamins  and  flavors  en- 
trapped, there’s  just  no  chance  of  the  tablets 
turning  musty  in  the  bottle. 

Rational  formula.  And  sweet- 
ened with  sugar-free  Sucaryl. 

If  they  look  good  to  you,  imagine 
what  youngsters  will  think. 
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r from  tabardilho  in  Brazil 
to  acute  bronchitis  in  Arizona 


Whether  treating  tabardilho  or  a host  of  other  infections,  physicians  throughout  the 
world  continue  to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness  and 
excellent  tolerability.  Not  a single  case  of  phototoxic  reaction,  blood  dyscrasia  or 
neurologic  disturbance  directly  attributable  to  Terramycin  has  been  reported  in  more 
than  3,000  clinical  papers  in  the  last  12  years.  In  your  practice,  the  next  infection  you 
see  will  very  likely  be  “Terra-responsive.” 

Tabardilho,  a type  of  tick  typhus,  is  probably  an  analog  of  Rocky  Mountain  spotted 
fever,  and  is  caused  by  Rickettsia  rickettsii.  The  tick  vectors  are  any  of  several  species 
of  amblyomma.*  The  natural  reservoirs  are  the  opossum,  dogs,  the  wild  rabbit,  and  the 
agouti,*  a rodent  about  the  size  of  a rabbit.  Mortality  is  reported  to  run  as  high  as  80% . 


Usually,  a lesion  is  found  at  the  bite  site  with  accompanying  regional  lymphadenitis.* 
Actual  onset  is  abrupt  with  severe  headache,  arthralgias,  myalgias,  prostration,  extremely 
high  fever,  and  a marked  leukocytosis.  A distinctive  rash  appears  about  the  fourth 
febrile  day;  discolorations  may  persist  for  several  weeks  during  convalescence.  The 
pathogen  grows  readily  in  the  yolk  sac  of  the  developing  chick  embryo.*  Tabardilho  is 
effectively  treated  by  Terramycin.  * illustrated 


IN  BRIEF \ The  dependability  of  Terramycin  in  daily  practice  is  based  on  its 
broad  range  of  antimicrobial  effectiveness,  excellent  toleration,  and  low  toxicity. 
As  with  other  broad-spectrum  antibiotics,  overgrowth  of  nonsusceptible  organisms 
may  develop.  If  this  occurs,  discontinue  the  medication  and  institute  appropriate  specific 
therapy  as  indicated  by  susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin  are 
rare.  For  complete  information  on  Terramycin  dosage,  administration,  and  precautions,  con- 
sult package  insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 


Pnze  t 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 
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“I  feel  like  my  old  self  again!”  Balanced  Deprol  therapy  has  helped  relieve 
her  insomnia  and  fatigue  — her  normal  energy,  drive  and  interest  have  returned. 


LIFTS 

DEPRESSION 
...AS  IT 
CALMS 
ANXIETY 


Brightens  mood... relaxes  tension 


m 


Energizers 
relieve  depression 


I Tranquilizers 
reduce  anxiety 


Dosage:  Usual  starting  dose  is  I tablet  q.i.d. 
When  necessary,  this  may  be  increased  gradu- 
ally up  to  3 tablets  q.i.d.  With  establishment  of 
relief,  the  dose  may  be  reduced  gradually  to 
maintenance  levels. 

Composition:  1 mg.  2-diethylaminoethyl  benzi- 
late  hydrochloride  (benactyzine  HCI)  and  400 
mg.  meprobamate. 

Supplied:  Bottles  of  SO  light-pink,  scored  tablets. 
Write  for  literature  and  samples. 

‘Deprol* 


WALLACE  LABORATORIES 
Cranbury,  N.  J. 


combination  of  widely  used  drugs  for 
the  treatment  of  asthma.  Each  tablet  contains 
*Glyceryl  Guaiacolate  100  mg.,  Amino- 
phylline  130  mg.,  Ephedrine  HC1  16  mg., 
Phenobarbital  21  mg.  . . . compounded  for 
balanced  action  and  buffered  for  tolerance. 

*Glyceryl  Guaiacolate  has  no  known  side  effects. 


COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES 
SENT  UPON  REQUEST 

Dispensed  in  bottles  of  100  and  1000  tablets 


WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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advancing 


or  complicated 
hypertension 
responds  to 


with  STEP-BY-STEP  reduction  (no  sudden 
drops1 4)  of  elevated  blood  pressure  CH  re 
lief  of  associated  headache,3-4  dizziness,2'4 
edema,2'5  anxiety  and  tension1  □ simpl  if  ied 
dosage  (twice  daily)... long-term  economy 


(With  new  Naquival  there  are  no  reported  toxic  effects,2  * side 
effects  are  minor  and  infrequent-5  and  salt  restriction1’5  or 
added  potassium1  is  rarely  needed.) 

Supplied:  Naquival  Tablets,  containing  4 mg.  trichlormethiazide 
and  0.1  mg.  reserpine,  bottles  of  100. 

References:  (1)  Ernst,  E.  M.:  Current  Therap  Res.  3:167,  1961. 
(2)  Starling  R.  J.:  J.M.A.  Georgia  50:442,  1961.  (3)  Sprogis,  G R.. 
Current  Therap.  Res.  3:393,  1961.  (4)  Coffee > H.  L:  Clin.  Med. 
69:1561, 1962.  (5)  Mattey,  W.  E.:  Indust.  Med.  31:33,  lyoz. 


Reduces  elevated  blood  pressure 
while  providing  symptomatic  re- 
lief... perm  its  more  normal  activ- 
ities...liberalizes  salt  intake... in 
severe  hypertension,  potentiates 
other  antihypertensives. ..as  a di- 
uretic, controls  edema  with  mini- 
mal, once-daily  dosage. 

Supplied:  Naqua  Tablets,  2 and  4 mg.,  scored,  bot- 
tles of  100  and  1000. 

For  complete  details  concerning  Naquival  and 
Naqua,  consult  Schering  literature  available  from 
your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  N.  J. 


Jostle  a peck  of  potatoes  long  enough 
and  the  little  ones  will  fall  to  the  bot- 
tom; the  big  ones  work  their  way  to  the 
top.  So  do  the  larger  particles  of  an 
admixture  of  powdered  chemicals.  Un- 
less steps  are  taken  to  keep  particle 
sizes  uniform,  the  active  ingredients  will 


not  be  evenly  dispersed  throughout  an 
excipient.  That  is  why  Lilly  pharma- 
ceutical chemists  establish  precise  speci- 
fications; maintain  rigid  controls.  A few 
more  steps  are  added  and  the  cost  is 
slightly  increased,  but  priceless  uniform- 
ity is  assured  in  the  finished  product. 


Eli  Lilly  and  Company 


Indianapolis  6,  Indiana,  JJ.  S.  A. 
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Cardiac  Management 
of  the  Surgical  Patient 


Joe  C.  Ehrlich,  M.D. 


A concise  review  for  the  surgeon  of  the  pitfalls  and  care  of  the  patient 
with  limited  cardiac  reserve.  We  desire  more  articles  of  this  type. 


(SHOULD  like  to  discuss  with  you  what  we, 
as  medical  people,  consider  important  in  the 
management  of  cardiac  patients  who  are  about 
to  undergo  surgery. 

By  and  large,  it  is  perfectly  obvious  that  we 
will  run  into  most  of  our  difficulties  with  pa- 
tients who  have  known  prior  heart  disease.  Yet 
unfortunately,  we  do  run  into  cardiac  difficul- 
ties in  patients  who  were  thought  to  be  free  of 
heart  disease  prior  to  surgery. 

It  follows,  therefore,  that  if  patients  with  nor- 
mal’ hearts  can  develop  complications  when  they 
are  subjected  to  surgical  procedures  that  such  pa- 
tients have  heart  disease  which  is  simply  not 
far  enough  advanced  to  be  recognized  pre- 
operatively.  Basically,  then,  the  problem  of  car- 
diac complications  is  a potential  one  in  each 


Presented  at  the  Fall  Clinical  Congress  of  the  Arizona  Chapter, 
American  College  of  Surgeons,  Apache  Junction,  November  17, 
1961. 

1313  North  Second  Street,  Phoenix,  Arizona. 


and  every  one  who  undergoes  anesthesia  and  a 
surgical  procedure. 

Patients  with  heart  disease  do  far  better  when 
subjected  to  surgery  than  the  average  layman 
believes  and  perhaps  better  than  a goodly  por- 
tion of  our  profession  believes.  They  do  even 
better  if  they  are  properly  managed  both  pre- 
operativelv,  during  the  surgical  procedure,  and 
postoperatively.  Under  such  circumstances,  they 
do  just  about  as  well  as  patients  who  have  nor- 
mal hearts. 

There  are  some  distinct  exceptions  to  this 
general  statement.  We  know  that  there  are  cer- 
tain forms  of  heart  disease  which  constitute  an 
almost  horrible  risk  as  far  as  surgery  is  con- 
cerned, but,  fortunately,  these  are  not  too  com- 
mon. 

For  example,  I think  it  would  be  generally 
agreed  among  cardiologists  that  the  worst  sur- 
gical risk  of  all  is  the  patient  who  has  primary 
pulmonary  hypertension,  fortunately,  a rare  dis- 
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ease.  Secondly,  patients  who  have  advanced 
heart  block  with  clinical  Stokes-Adams  disease 
are  poor  risks.  Again,  fortunately,  this  is  not 
too  common. 

We  have  known  for  many  years  that  patients 
with  luetic  aortitis,  probably  because  of  the 
involvement  that  exists  at  the  coronary  ostia,  are 
bad  candidates  for  any  surgical  procedure,  but, 
as  you  know,  this  is  a rapidly  disappearing  dis- 
ease. 

Surgical  Risks 

Of  the  more  common  cardiac  disorders,  I 
would  say  that  the  two  bad  risks  are  patients 
who  have  high-grade  aortic  stenosis  — they  have 
very  high  pressure,  hard-working  ventricles 
which  develop  arrhythmias  very  rapidly  and  very 
easily  — and  patients  who  have  coronary  artery 
disease  and  have  fairly  recently  infareted. 

Even  these,  however,  will  do  better  than  we 
usually  expect  them  to  — at  least,  this  has  been 
true  in  my  experience.  I cannot  recall  a 
single  patient  who,  during  the  active  phase  of 
a myocardial  infarction,  had  to  have  a major 
surgical  procedure  for  something  like  a strangu- 
lated hernia  or  a ruptured  ulcer  who  did  not 
survive. 

As  a general  rule,  for  more  elective  procedures 
we  prefer  to  wait  anywhere  from  three  to  six 
months  following  a well-documented  infarction. 

Perhaps  as  good  a way  as  any  of  handling  this 
subject  is  to  take  a hypothetical  cardiac  patient 
who  is  going  to  have  something  done  to  him 
surgically  and  to  divide  him  into  the  three 
classical  phases:  preoperative,  operative  and 
postoperative. 

Operative  Phases 

In  the  preoperative  phase  there  are  a few 
things  that,  as  medical  people,  we  should  like 
to  suggest  to  you  surgeons  that  you  might  do 
to  reduce  morbidity  and  mortality  in  this  group 
of  patients. 

If  the  patient  has  known  valvular  disease,  he 
should  be  protected  with  prophylactic  antibiotics 
against  the  occurrence  of  bacterial  endocarditis. 
This  is  obvious,  it  is  well  known  to  all  of  you,  and 
I think  it  requires  no  further  comment. 

Next,  we  like  to  have  our  cardiac  patients 
have  hemoglobins  of  at  least  13  grams  before 
you  operate  on  them  because  we  feel  there  is 


some  correlation  between  preoperative  anemia 
and  so-called  silent  or  postoperative  myocardial 
infarction. 

Thirdly,  with  reference  to  preoperative  medica- 
tions, we  prefer  morphine  to  demerol  in  the 
cardiac  patient.  Pharmacologically,  demerol  is 
a vagolytic  agent  and  morphine  a vagotonic 
drug.  When  we  run  into  arrhythmias,  either 
operatively  or  postoperatively,  we  need,  to  put 
it  simply,  a certain  amount  of  good  vagal  tone 
in  the  therapy  of  these  rhythm  disturbances.  So, 
unless  there  is  a valid  objection,  such  as  sen- 
sitivity to  morphine,  we  prefer  its  action  to  that 
of  demerol  for  the  reason  just  given. 

Lastly,  in  the  preoperative  phase  the  matter 
of  prophylactic  digitalization  arises.  The  ques- 
tion that  is  frequently  asked  of  us,  “Should  this 
patient  be  digitalized?”  does  not  lend  itself  to 
a general  answer.  Occasionally,  it  is  obvious  that 
he  should  be  digitalized. 

The  patient  who  is  or  has  been  in  congestive 
failure  requires  that  this  be  done  before  he  is 
subjected  to  surgery.  The  patient  who  has  the 
dysrhythmia  of  either  atrial  fibrillation  or  atrial 
flutter  and  who  does  not  have  a high  degree  of 
auriculoventricular  block  should  be  digitalized. 

Digitalization  of  Patients 

Further,  there  is  some  evidence  now  to  show 
that  it  may  be  well  to  digitalize  all  patients  over 
the  age  of  60  years  who  have  some  cardiomegaly. 
We  think  it  may  be  wise  to  digitalize  these  be- 
cause they  have  a greater  chance  of  developing 
either  congestive  failure  or  serious  rhythm  dis- 
orders postoperatively. 

It  follows,  I think  without  further  comment, 
that  both  of  these  postoperative  complications 
are  more  easily  managed  in  the  previously  digi- 
talized patient.  Generally,  then,  it  could  be 
recommended  that  these  people  be  digitalized. 
But  I would  urge  you  not  to  ask  your  medical 
colleagues  to  digitalize  your  surgical  patient 
within  24  or  48  hours  prior  to  the  surgical  pro- 
cedure; I think  they  are  far  better  left  without 
the  drug  if  it  is  to  be  done  in  this  hurried  fashion. 

One  thing  that  any  cardiologist  learns  as  his 
years  of  experience  accumulate  is  an  increasing 
respect  for  digitalis.  He  learns  that  he  knows 
less  about  how  to  digitalize  patients  in  spite  of 
increasing  experience. 

This  is  not  a drug  that  you  can  give  in  a 
standard  dose  based  on  weight,  sex,  height,  or 
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anything  else.  Its  optimum  dosage  varies  a great 
deal  from  individual  to  individual. 

If  you  attempt  to  digitalize  patients  rapidly 
without  any  urgent  indication  for  it  — and  I 
fear  that  perhaps  this  is  done  all  too  frequently 
now  — these  patients  will  frequently  be  over- 
digitalized and  are,  in  many  cases,  far  worse  off 
than  they  would  be  if  the  drug  had  been  avoided 
altogether. 

Oral  Dosage 

If  at  all  possible,  give  your  medical  people 
somewhere  between  one  and  two  weeks  to  digi- 
talize your  patients  slowly,  using  the  oral  route. 
And  if  this  can  be  done,  then  I think  I would 
recommend  that  it  be  done  routinely  to  your 
patients  in  the  older  age  group  with  any  cardiac 
enlargement. 

If  the  problem  arises  for  an  emergency  sur- 
gical procedure,  then  I would  suggest  that  you 
leave  them  alone  as  far  as  digitalis  is  concerned 
unless  there  is  a separate  urgent  indication  for 
this,  like  rapid  atrial  fibrillation  or  obvious  con- 
gestive failure. 

Further  preoperative  suggestions  might  in- 
clude the  correction  of  dehydration  which,  in 
itself,  predisposes  to  thrombus  formation;  the 
application  of  long-lasting  two  per  cent  nitro- 
glycerin ointment,  20  to  30  minutes  prior  to 
surgery  in  the  patient  who  has  active  angina 
pectoris;  and  the  avoidance  of  morphine  in  pa- 
tients who,  within  four  months  prior  to  surgery, 
have  been  given  steroids  in  any  appreciable 
amount.  Such  patients  are  extremely  sensitive  to 
morphine  and  that  is  the  reason  we  prefer  to  do 
without  it. 

Having  now  prepared  our  still-hypothetical 
patient  preoperatively,  we  are  ready  to  enter  the 
second  or  preoperative  phase.  Do  we,  as  medical 
people,  have  any  suggestions  to  make  to  our  sur- 
gical colleagues  as  to  management  in  the  op- 
erating room? 

I have  several  thoughts  on  this  aspect.  The 
most  important  one,  and  this  is  a subject  which 
I have  very  strong  feelings  about,  is  the  physical 
position  of  the  patient  during  the  surgical  pro- 
cedure. 

Earlier  this  morning,  Dr.  Cannon  in  his  ex- 
cellent discussion  of  coronary  endarterectomy  in 
the  treatment  of  angina  pectoris,  mentioned  his 
patient  with  nocturnal  angina  who  always  ob- 
tained relief  by  sitting  up.  Actually,  our  patients 
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with  heart  disease  have  been  telling  us  for  many 
many  years  that  the  upright  position  was  a better 
one.  But  unfortunately,  until  not  too  many  years 
ago  we  never  took  their  personal  experiences 
seriously  enough. 

To  put  it  another  way,  our  patients  have  been 
telling  us  for  years  that  the  workload  of  the 
heart  is  markedly  reduced  in  the  sitting  posi- 
tion. That  is  why  patients  with  coronary  pain 
sit  up  and  feel  better.  That  is  why  patients  who 
have  dyspnea  feel  improved  when  they  sit  up. 
Both  of  these  feel  better  because  the  workload 
of  the  heart  is  diminished. 

Since  cardiac  catheterization  has  become  avail- 
able as  a relatively  simple  method  of  study,  it 
has  been  proved  and  repeatedly  confirmed  that 
in  the  sitting  position  the  workload  of  the  human 
heart  is  reduced  about  20  per  cent.  This,  I think 
you  will  agree,  is  an  important  increment.  This 
is  the  basis  for  the  so-called  armchair  treatment 
of  myocardial  infarction  which  is  being  em- 
ployed more  widely  as  the  years  go  on. 

Recommended  Position 

Now,  what  place  does  this  aspect  have  in  the 
operating  room?  I would  strongly  urge  that 
unless  the  position  I am  about  to  recommend 
interferes  with  the  mechanics  of  the  surgical  pro- 
cedure that  is  going  to  be  done,  you  elevate  the 
head  of  your  operating  table  so  that  the  patient’s 
head  is  some  ten  or  twelve  inches  higher  than 
his  feet. 

I think  if  you  did  nothing  else  for  these  cardiac 
patients,  this  simple  procedure  alone  would  be 
doing  them  a great  service  because  it  does  relieve 
the  work-load  on  the  myocardium.  There  are 
good  physiological  explanations  for  this  which, 
unfortunately,  cannot  be  detailed  here.  I would 
simply  ask  you  to  take  my  word  for  it  as  dogma 
that  this  is  good  and  important  treatment  in  the 
operating  room. 

As  far  as  the  choice  of  anesthesia  is  concerned, 
my  personal  thoughts  are  that  in  patients  with 
serious  cardiac  disease  or  in  those  who  have  true 
diastolic  hypertension,  spinal  anesthesia  should 
be  avoided  although  I have  no  objection  to  very 
low  spinals  or  to  caudals.  If  these  are  avoided, 
then  I feel  that  the  choice  of  anesthetic  agent 
is  of  much  less  importance  than  is  the  compe- 
tence of  the  anesthetist. 

In  my  limited  knowledge  of  anesthesia,  the 
only  agent  I know  of  that  is  injurious  to  the 
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myocardium  is  chloroform,  and  I think  I am 
safe  in  saying  that  this  is  used  little  or  not  at  all. 
I prefer  the  use  of  the  agent  that  the  anesthetist 
feels  he  can  administer  most  competently. 

The  matter  of  intravenous  fluids  during  the 
surgical  procedure  may  perhaps  deserve  a mo- 
ment of  our  attention. 

If  you  administer  fluids  that  contain  no  sodi- 
um, I think  they  may  be  given  at  a speed  up  to 
ten  to  fifteen  cc.  per  minute,  if  needed,  without 
getting  into  any  real  difficulty  as  far  as  circula- 
tory overload  is  concerned. 

Potassium  Content 

If  your  patient  has  been  digitalized,  however, 
remember  that  we  are  much  interested  in  the 
potassium  content  of  his  myocardium.  As  the 
potassium  falls  the  therapeutic  action  of  digitalis 
may  go  into  the  toxic  range  so  that  a given 
number  of  units  of  digitalis  in  the  myocardium, 
which  might  be  correct  with  a normal  potassium 
content,  may  be  excessive  or  toxic  with  a low 
potassium  content. 

If  patients  are  given  intravenous  glucose  dur- 
ing the  surgical  procedure,  this  will  sequester 
much  of  the  potassium  in  the  cells  in  the  phos- 
phorylation which  is  concerned  in  the  metab- 
olism of  glucose. 

It  might,  therefore,  be  well  if  approximately 
40  mEq.  of  potassium  were  added  to  each  bottle 
of  glucose  used.  This  would  not  be  recommended 
if  the  patient  had  azotemia,  and  it  would  obvi- 
ously be  contraindicated  in  the  patient  who  had 
hyperkalemia.  With  these  two  exceptions,  how- 
ever, I think  it  might  be  well  if  potassium  were 
added  to  glucose  in  the  digitalized  patient. 

Of  major  importance  in  the  operating  room  is 
the  occurrence  of  cardiac  arrest.  The  manage- 
ment of  this  distressing  complication  is,  I think, 
beyond  the  scope  of  this  discussion.  It  might  not 
be  amiss,  however,  to  remind  ourselves  that  there 
are  certain  types  of  individuals  who  are  perhaps 
more  apt  to  develop  cardiac  arrest. 

It  is  obvious  that  patients  with  known  heart 
disease  constitute  one  of  these  groups,  but  there 
are  other  individuals  who  have  a greater  ten- 
dency to  develop  arrest.  Patients  who  have  hy- 
persensitivity of  the  carotid  sinus  and  patients 
who  have  good  evidence  of  serious  rhythm  dis- 
turbances in  the  past  would  be  examples. 

It  is  of  some  importance  to  reflect  that  there 
are  certain  drugs  which  patients  can  be  given 


preoperatively  which  may  enhance  the  chance 
of  cardiac  standstill.  Two  ready  examples  are 
quinidine  and  procaine  amide,  and  it  is  recom- 
mended that  they  are  to  be  used  only  if  abso- 
lutely necessary  before  a surgical  procedure. 

Cumulative  experience  has  shown  that  drugs 
like  thorazine,  some  of  the  tranquilizing  agents, 
and,  more  particularly,  the  Rauwolfia  group  of 
drugs,  seem  to  increase  the  incidence  of  arrest 
and,  unless  the  surgical  procedure  required  in 
patients  on  these  drugs  is  an  emergency,  it  is 
recommended  that  the  drugs  be  discontinued  for 
about  two  weeks  before  the  procedure  is  done. 

Other  items  with  reference  to  the  operative 
phase  which  may  be  mentioned  for  the  sake  of 
completion  are  the  administration  of  intravenous 
xylocaine  for  ectopic  rhythms,  discontinuance  of 
the  anesthetic  and  the  administration  of  oxygen 
for  conduction  defects,  and,  if  available  and 
practical,  the  use  of  a cardiac  monitor,  and  the 
application  of  an  electric  pacemaker  prior  to  the 
induction  of  anesthesia. 

We  have  now  prepared  our  hypothetical  pa- 
tient well.  We  have  brought  him  successfully 
through  the  operative  procedure,  and  we  now 
enter  the  third  and  last  phase  of  the  postopera- 
tive period. 

Rhythm  Disturbances 

The  chief  difficulties  perhaps  that  develop 
here  from  the  cardiac  point  of  view  are  those  of 
disturbances  of  rhythm,  and  I think  a detailed 
analysis  of  the  treatment  is  not  in  place  before 
a group  with  your  interests.  One  would  simply 
pass  on  by  saying  that  the  existence  of  a rhythm 
disturbance  would  be  easy  to  recognize  as  such 
even  though  the  precise  arrhythmia  might  not 
be  recognized,  and  that  competent  medical  help 
would  be  summoned  to  aid  in  its  management. 

We  could  dispose  of  the  other  major  post- 
operative cardiac  disasters,  such  as  congestive 
failure  or  myocardial  infarction,  silent  or  other- 
wise, in  the  same  manner  by  simply  pointing  out 
that  a group  with  your  interests  would  presum- 
ably not  attempt  to  manage  such  a situation. 

It  would  not  be  amiss,  however,  to  remind  you 
that  some  patients  with  heart  disease  will  have 
an  infarction  while  they  are  on  the  operating 
table,  and  since  they  are  anesthetized,  they  will 
not  have  the  subjective  symptoms  that  usually 
go  with  this.  I would  urge  that  particularly 
cardiac  patients  have  a routine  electrocardio- 
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gram  sometime  within  the  first  48  hours  after 
surgery  for  the  purpose  of  finding  the  occasional 
infarction  that  might  otherwise  be  overlooked. 

I should,  however,  like  to  discuss  in  some- 
what greater  detail  the  problems  of  electrolyte 
balance  that  may  arise  in  the  postoperative 
patients  who  are  on  digitalis. 

The  avoidance  of  sodium  is,  of  course,  obvious 
in  these  patients.  It  will  cause  hypervolemia  and 
may  precipitate  pulmonary  edema.  We  would, 
therefore,  recommend  that  at  least  for  the  first 
three  or  four  days  after  surgery  you  try  to  avoid 
the  use  of  sodium  in  your  intravenous  fluids. 

In  the  immediate  postoperative  period,  there 
are  several  changes  in  the  potassium-sodium 
balance.  The  sodium,  as  you  know,  goes  down 
to  about  130  mEq,  and  we  know  this  is  a matter 
of  hemodilution  and  not  sodium  loss. 

Sodium-Potassium  Level 

The  potassium  level  in  the  blood  usually  rises 
in  the  first  24  hours  about  one  mEq.  But  it  rises 
a little  more  in  the  previously  digitalized  pa- 
tients, because  under  the  influence  of  digitalis 
the  liver  releases  more  potassium  and  the  skeletal 
muscles  pick  it  up  more  slowly. 

These  changes  in  the  sodium-potassium  level 
are  actually  not  important.  It  is  important  only 
if  one  takes  the  low-sodium  level  too  seriously 
and  tries  to  increase  it  by  giving  them  extra 
sodium.  They  are  not  deficient  in  sodium;  they 
simply  have  hemodilution  and  they  will  correct 
this  within  a day  or  two  if  you  leave  them 
alone. 

The  next  item  of  electrolyte  balance  that  comes 
up  has  to  do  with  the  diuresis  that  most  patients 
have  somewhere  between  three  and  five  days 
after  surgery.  Initially,  they  retain  fluids.  Aldo- 
sterone probably  has  something  to  do  with  this. 
The  posterior  lobe  of  the  pituitary  gland  prob- 
ably has  something  to  do  with  this,  and  there 
are  probably  other  factors  that  we  do  not  yet 
recognize. 

As  these  patients  begin  to  diurese,  it  is  well 
to  remember  that  urine  consists  of  more  than 
water  and  that  one  of  its  constituents  is  potas- 
sium. 

Potassium  excretion  is  fairly  well  proportion- 
ate to  urinary  volume,  and  if  a patient  is  on 
digitalis,  when  he  begins  to  diurese  he  is  going 
to  lose  some  potassium.  If  he  loses  enough, 
his  previously  correct  digitalis  content  in  his 
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myocardium  will  now  become  excessive. 

As  mentioned  earlier,  this  is  probably  worse 
than  having  an  insufficient  amount  of  digitalis 
or  none  at  all.  It  follows,  therefore,  that  the 
digitalized  patient,  when  he  begins  to  diurese, 
should  have  supplementary  potassium  in  the 
usual  doses. 

Next,  all  of  you  know  that  immediately  fol- 
lowing the  surgical  procedure  we  have  a state 
of  metabolic  alkalosis.  We  think  that  one  chief 
reason  for  this  is  increased  renal  tubular  absorp- 
tion of  sodium  bicarbonate. 

Replacing  Cations 

As  more  sodium  is  absorbed,  it  is  obvious  that 
some  other  cation  has  to  replace  it  to  combine 
with  the  fixed  acids  that  appear  in  the  urine. 
And  one  of  these  cations  is,  again,  potassium. 
It  follows,  therefore,  that  as  part  of  the  meta- 
bolic alkalosis  that  surgical  patients  develop, 
there  is  increased  excretion  of  potassium  in  the 
urine.  The  importance  of  this  in  the  digitalized 
patient  has  already  been  emphasized. 

If  the  patient  develops  acidosis,  either  because 
of  renal  failure  or  because  of  the  loss  of  alkaline 
fluids  from  fistulous  tracts,  we  know  that  pro- 
longed acidosis  will  impair  cardiac  output,  but 
there  are,  to  my  knowledge,  no  definite  studies 
as  to  the  effect,  if  any,  of  acidosis  on  the  digi- 
talized patient.  This  may  prove  to  be  a problem, 
but  I cannot  tell  you  today  whether  it  is  or  not. 

Next,  I should  like  to  comment  about  calcium. 
As  medical  students,  we  were  all  taught  that 
there  was  some  almost  invidious  connection  be- 
tween calcium  and  digitalis.  We  were  told  that 
if  we  gave  calcium  to  a digitalized  patient,  we 
might  easily  kill  him  because  of  the  synergistic 
action  between  the  two. 

Physiologically,  we  believe  today  that  this  is 
true.  But  from  the  practical  clinical  point  of 
view,  the  dangers  we  were  told  about  do  not 
exist. 

In  the  digitalized  animal  the  serum  calcium 
level  has  to  be  doubled  before  death  ensues.  And 
amounts  of  this  magnitude  are,  to  my  knowledge, 
never  used  in  practice. 

We  know  today  that  calcium  does  have  an 
action  on  the  myocardium  similar  to  that  of 
digitalis.  The  action  is  evanescent  and  no  one 
would  suggest  that  calcium  be  substituted  for 
digitalis.  But  it  is  interesting  that  we  can  take 
a patient  with  acute  pulmonary  edema  due  to 
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acute  left  ventricular  failure  who  is  not  digital- 
ized and  sometimes  cause  remarkable  but  short- 
lived improvement  by  giving  calcium  intraven- 
ously. 

Let  us  say  that  calcium  does  to  the  myocar- 
dium just  what  digitalis  does,  but  its  action  does 
not  persist  for  as  long  a period.  If  this  is  true, 
then  if  you  diminish  calcium  in  the  body,  it  is 
reasonable  that  you  are  losing  some  of  the  digi- 
talis effect  in  the  patient  who  has  been  given  the 
drug.  Or,  to  put  it  more  bluntly,  if  you  diminish 
calcium,  you  may  be  impairing  myocardial 
function. 

Calcium  Balance 

Reflect  for  a moment  what  happens  to  the 
average  surgical  patient  postoperatively  with 
reference  to  his  calcium. 

To  begin  with,  as  we  pointed  out  a few  mom- 
ents ago,  he  does  develop  a metabolic  alkalosis. 
You  know  that  with  alkalosis  the  ionized  portion 
(and  this  the  important  one)  goes  down.  The 
total  calcium  remains  the  same,  but  the  ionized 
portion  is  diminished. 

Secondly,  if  the  patient  has  gastric  suction,  as 
many  of  them  do,  you  are  removing  acid  and  are 
again  depleting  the  ionized  portion  of  his 
calcium. 

Third,  and  perhaps  most  important,  is  the 
matter  of  blood  transfusions.  In  most  instances, 
when  you  give  your  patients  blood,  you  are 
using  citrated  blood. 

For  some  reason  that  escapes  me,  blood  banks 
have  about  30  per  cent  more  citrate  in  the  blood 
than  is  actually  needed  to  accomplish  the  cal- 
cium immobilization.  When  we  administer  this 
blood  to  our  patients,  we  are,  therefore,  giving 
them  extra  amounts  of  alkali  and  this,  as  we 
have  repeatedly  pointed  out,  immobilizes  calci- 
um ions.  Further,  as  the  citrate  in  the  blood  is 
metabolized  in  the  body  it  is  converted  to  bi- 
carbonate and  this  again  is  obviously  alkaline. 

Experimentally,  we  know  that  we  can  bleed 
a laboratory  animal  and  supply  citrated  blood 
in  the  same  amounts  as  the  blood  that  is  being 
removed.  When  we  reach  a certain  point  of 
bleeding,  the  animal’s  hemoglobin  content  will 
be  normal  because,  as  just  stated,  we  are  sup- 
plying just  what  we  remove.  The  animal  will  go 
into  shock,  however,  and  the  shock  cannot  be 
reversed  unless  it  is  given  calcium.  It  is  a rea- 


sonable hypothesis,  although  this  cannot  be 
stated  yet  as  a fact,  that  the  animal  has  gone 
into  shock  because  of  acute  myocardial  failure 
due  to  insufficient  numbers  of  calcium  ions  in 
his  myocardium. 

What  does  all  this  mean  from  the  practical 
point  of  view?  I would  suggest  that  for  each  two 
units  of  blood  that  you  give  your  surgical  pa- 
tients you  add  a gram  of  some  soluble  calcium 
salt.  I do  not  offer  this  as  a lifesaving  therapy, 
but  it  is  one  that  I think  does  no  harm  and 
probably  much  good. 

Again,  in  our  third  and  last  period,  the  post- 
operative one,  other  things  may  be  mentioned 
again  for  the  sake  of  completion. 

The  cardiac  patients  who  die  postoperatively 
die  from  the  usual  causes.  They  may  die  of 
sepsis,  they  may  die  of  hemorrhage,  they  may 
die  of  inadequate  surgery,  they  may  have  ate- 
lectasis, and  they  may  die  from  thrombo- 
embolism. 

Elastic  wrapping  of  the  legs  and  early  ambu- 
lation are  perhaps  more  necessary  in  the  cardiac 
than  in  the  non-cardiac  surgical  patients.  Obvi- 
ously, they  should  be  watched  for  the  develop- 
ment of  hypotension  postoperatively. 

The  importance  of  avoiding  dehydration  be- 
cause of  its  predisposition  to  thrombus  formation 
and  the  importance  of  avoiding  hypervolemia 
because  of  the  production  of  pulmonary  edema 
may  again  be  mentioned.  Excessive  abdominal 
distention  may  interfere  with  venous  return  to 
the  heart.  Fear  and  excitement,  both  of  which 
are  common  in  surgical  patients  and  both  of 
which  increase  myocardial  burden,  are  to  be 
avoided  to  the  best  of  our  ability  to  do  so. 

In  Summary 

With  the  employment  of  the  foregoing  princi- 
ples and  thoughts,  a combined  medical  and 
surgical  group  in  one  of  the  better  hospitals  in 
Boston  had  a fall  in  cardiac  mortality  and  cardiac 
morbidity  in  their  surgical  patients  from  29  to 
13  per  cent. 

There  can  be  no  discussion  about  the  value 
of  any  management  that  does  better  than  halve 
the  mortality  rate  of  any  group  of  patients.  For 
this  reason  I have  been  happy  to  have  had  the 
opportunity  to  present  these  things  to  you.  And 
it  is  for  this  reason  that  I ask  you  to  give  them 
your  serious  consideration. 
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An  Introduction  to 
Spatial  Vectorcardiography 


Thomas  P.  K.  Lim,  M.D.,  Ph.D. 


A concise,  easily  understood  introduction  to  the  field  of  vectorcardi- 
ography with  illustrations  of  its  usefulness  in  various  cardiac  abnormalities. 


nURING  the  last  two  decades  spatial  vector- 
cardiography has  become  an  important  tool 
in  cardiology  providing  valuable  diagnostic  in- 
formation concerning  acquired  and  congenital 
heart  diseases.  Its  methodology  and  interpreta- 
tion, however,  are  not  familiar  to  most  clinicians 
because  of  the  relative  newness  of  the  technique 
and  the  lack  of  suitable  introductory  literature 
on  this  subject. 

The  purpose  of  this  paper  is  to  present,  in  sim- 
plest terms,  the  important  features  in  methodolgy 
and  the  characteristic  aspects  of  the  cardiac 
vector  in  various  heart  diseases.  For  this  purpose, 
typical  examples  of  the  vectorcardiogram  are 
diagramatically  shown  together  with  the  neces- 
sary explanations. 

The  materials  on  techniques  and  acquired 
heart  disease  are  based  primarily  on  several 
monographs1-3  while  those  on  congenital  heart 
disease  are  drawn  heavily  from  original  papers 
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which  have  appeared  in  an  increasing  number 
during  the  recent  years.4-8 

In  medical  science  we  often  deal  with  the 
measurement  data  which  have  certain  measur- 
able quantity  such  as  length,  weight,  and  time. 
The  common  denominator  in  these  quantities  is 
the  magnitude  which  can  be  scaled  by  suitable 
means  [“scalar  quantity”]. 

A higher  order  of  measurement  data,  however, 
represents  not  only  magnitude  but  also  direction, 
which  necessitates  a spatial  expression  on  three 
dimensional  bases.  Such  a physical  quantity 
having  both  magnitude  and  direction  is  called 
the  “vector  quantity.” 

In  vectorcardiography  (VCG)  it  is  assumed 
with  some  justification  that  the  generation  of 
electromotive  forces  by  all  segments  of  the  heart 
contributes  to  one  electromotive  force  which 
may  be  registered  as  a vector  quantity.  Stated 
otherwise  the  VCG  is  based  on  a Unitarian  con- 
cept in  which  the  net  balance  of  the  entire 
electromotive  forces  of  the  heart  is  represented. 

A good  contrast  to  this  concept,  however,  is 
scalar  electrocardiography  ( ECG ) in  which  the 
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tracings,  irrespective  of  the  lead  system  em- 
ployed, represent  basically,  regional  electrical 
forces  of  the  myocardium.  Thus  two  outstanding 
characteristics  of  the  VCG  are:  1)  the  directional 
guidepost  which  reveals  the  disturbance  in  the 
electromotive  forces  of  the  heart,  and  2)  the 
Unitarian  character  which  encompasses  the  elec- 
tromotive forces  of  the  entire  heart. 

There  are  three  lead  systems  of  the  VCG  in 
common  usage.  The  first  of  these,  called  the 
“tetrahedron  system”  employs  four  electrodes. 
They  are  placed  on  the  left  arm  (LA),  the  right 
arm  (RA),  the  left  leg  (LL)  and  on  a point  on 
the  patient’s  back  ( B ) . 

The  second  type  also  employs  four  electrodes 
(three  on  the  back  and  one  on  the  front)  but 
the  placement  of  the  electrodes  is  made  in  such 
a way  that  these  form  a rectangular  frame,  hence 
the  name  of  the  “cube  system.” 

The  third  type  employs  seven  electrodes,  five 
on  the  chest  circumferentially,  one  on  the  left 
leg  and  another  on  the  back  of  the  neck.  This  is 
called  the  “Frank  system.” 


it 


The  comparative  merits  of  each  system  are 
beyond  the  scope  of  this  presentation.  It  must 
be  said  however  that  the  best  result  is  obtained 
only  when  the  operator  is  aware  of  the  critical 
aspects  of  the  electrode  placement  in  each 
system. 

For  a proper  understanding  of  the  VCG  it  is 
essential  to  comprehend  the  three  dimensional 
reference  systems.  Most  workers  in  this  field 
register  the  cardiac  vector  on  three  arbitrarily 
selected  planes  namely;  horizontal  (H),  sagittal 
(S),  and  frontal  (F). 


FIG.  1 Reference  planes  of  the  vector- 
cardiogram. 


Z axes.  Similarly  the  sagittal  plane  (which  is 
designated  as  Sl  in  Figure  1 implying  left  sagit- 
tal) is  defined  by  the  Y and  Z axes,  whereas  the 
frontal  plane  is  delineated  by  the  X and  Y axes. 


At  the  top  of  Figure  1 are  shown  three  axes 
of  X,  Y,  and  Z,  which  are  mutually  perpendic- 
ular. By  definition,  the  X-axis  (abscissa)  repre- 
sents the  lateral  orientation,  i.e.,  to  the  left  (L) 
and  to  the  right  (R).  The  Y-axis  (ordinate) 
represents  the  vertical  orientation,  i.e.,  to  the 
superior  ( S ) and  to  the  inferior  ( I ) direction. 
The  Z-axis  represents  the  median  orientation, 
i.e.,  to  the  anterior  (A)  and  to  the  posterior  (P) 
direction. 

The  horizontal  plane  is  specified  by  the  X and 


In  the  horizontal  plane,  the  X-axis  divides  the 
plane  into  two  hemispheres,  and  each  hemis- 
phere is  divided  into  180  degrees  originating 
from  the  left  side  of  the  X-axis.  The  posterior 
half  has  a negative  sign  while  the  anterior  half, 
a positive  one  (Figure  1). 

In  the  sagittal  and  frontal  planes,  the  superior 
hemisphere  is  negative  while  the  inferior  hemi- 
sphere is  positive  having  the  original  points 
located  anteriorly  and  to  the  left  (Figure  1). 
The  direction  of  the  cardiac  vector  in  each  refer - 
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FIG.  2 A hypothetical  relationship  be- 
tween the  vectorcardiogram  and 
the  electrocardiogram. 


ence  plane  is  customarily  expressed  by  an  angu- 
lar quantity. 

In  the  horizontal  plane,  for  example,  the  car- 
diac vector  which  is  perpendicular  to  the  X-axis 
at  the  center  in  the  posterior  hemisphere  is  said 
to  have  an  angle  of  —90  degrees.  Since  the 
cardiac  vector  is  often  described  in  terms  of  a 
positive  or  negative  angular  deviation  from  the 
origin  in  this  fashion,  it  is  imperative  to  bear  in 
mind  the  geometrical  relationship  among  these 
reference  planes. 

A hypothetical  drawing  of  simultaneous 
vectorcardiogram  and  electrocardiogram  is  il- 
lustrated in  Figure  2.  This  is  to  facilitate  the 
understanding  of  the  VCG  by  comparing  its 
components  with  the  corresponding  segments  of 
the  ECG.  In  presenting  such  a drawing,  how- 
ever, it  must  be  emphasized  that  this  does  not 
necessarily  represent  any  of  the  ECG  taken  by 
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the  conventional  lead  system  and  that  it  is 
simply  a scalar  projection  of  the  cardiac  vector 
shown  in  the  horizontal  plane. 

In  Figure  2,  the  loops,  shown  with  thick  lines 
in  the  center  of  the  enclosure,  represent  the  nor- 
mal cardiac  vector  which  is  produced  during  a 
single  cardiac  cycle.  The  point  of  origin  of  the 
cardiac  vector  is  designated  as  E from  which 
three  loops  (one  large  and  two  small)  may  be 
drawn.  Also  shown  in  the  diagram  are  the  pro- 
jections of  the  cardiac  vector  on  three  reference 
planes.  These  are  shown  by  thin  lines. 

The  comparison  of  the  VCG  on  the  horizontal 
plane  (defined  by  the  X and  Z axes  in  Figure 
2)  and  the  corresponding  EGG  clearly  demon- 
strates the  identity  of  each  loop  which  may  be 
designated  as  P,  QRS,  or  T-loop  on  the  basis  of 
corresponding  deflections  in  the  ECG.  Since  the 
ECG  is  far  more  familiar  to  physicians  than  the 
VCG,  a few  examples  of  abnormal  ECG  are 
taken  to  illustrate  what  effects  such  ECG  would 
have  on  the  corresponding  VCG. 

If  there  is  a “P  pulmonale”  in  the  ECG,  this 
will  be  reflected  in  the  corresponding  VCG  as 
a relatively  large  P-loop.  When  there  is  a delayed 
intrinsicoid  deflection  and  a widened  QRS  com- 
plex in  the  ECG,  these  features  will  be  shown 
in  the  corresponding  segments  of  the  QRS-Ioop 
of  the  VCG  as  a distorted  contour  and  disturbed 
time  markings. 

Finally,  if  there  is  an  inverted  T-wave  in  the 
ECG,  this  will  be  represented  on  the  correspond- 
ing VCG  as  a “discordant  T-loop”  which  lies  op- 
posite to  the  direction  of  the  main  QRS-loop. 

From  these  examples  it  is  obvious  that  a 
comparative  analysis  of  each  segment  of  the 
VCG  in  relation  to  the  corresponding  counter- 
part of  the  ECG  gives  us  a valuable  guide  in  the 
interpretation  of  the  VCG. 

A.  Normal  Vectorcardiogram  (adults  and 
early  childhood) 

In  Figure  3-A  ( following  page ) are  shown  the 
characteristic  features  of  the  normal  VCG  of  the 
adults.  From  the  left  to  the  right  three  reference 
planes,  horizontal  (H),  left  sagittal  (St,),  and 
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frontal  (F)  are  shown.  In  all  these  planes  the 
center  of  the  cross  represents  the  point  of  origin 
(E). 

For  the  evaluation  of  time  relationship  and 
the  rotational  direction  of  the  vector  loop,  the 
VCG  tracing  is  mechanically  interrupted  with 
regular  time  intervals  (usually  2.5  millisecond). 
Thus  the  dots  of  the  VCG  loop  represent  a fixed 
time  interval.  In  addition  the  blunt  end  of  each 
dot  indicates  the  direction  of  rotation  as  shown 
in  the  horizontal  plane  in  Figure  3- A. 

Therefore  it  is  obvious  that  whenever  there 
is  a conduction  disturbance,  the  intervals  be- 
tween the  dots  must  be  either  shortened  or 
prolonged.  Likewise  in  certain  types  of  cardiac 
pathology,  which  will  be  discussed  later,  the 
direction  of  rotation  is  reversed. 

In  the  horizontal  plane  the  normal  VCG  shows 
an  initial  deflection  to  the  right  and  anteriorly. 
This  early  segment  of  the  QRS-loop  is  desig- 
nated as  “initial  deflection”  (see  Figure  3-A) 
which  has  considerable  importance  because  it 
represents  the  earliest  vector  which  originates 
from  the  upper  ventricular  septum.  For  this 
reason  whenever  this  region  is  disturbed  due  to 
either  septal  infarction  or  bundle  branch  block, 
the  characteristic  “septal  vector”  is  grossly  modi- 
fied or  abolished. 

Following  initial  deflection,  the  QRS-loop 
swings  to  the  left  and  posterior  direction  form- 
ing the  efferent  limb.  Ordinarily  the  line  con- 
necting the  point  of  origin  ( E ) and  the  end  of 
the  efferent  limb  represents  the  “major  axis  of 
the  QRS-loop.”  The  afferent  limb  is  oriented  to 
the  right  and  anterior  direction  returning  to  the 
point  of  origin  with  or  without  terminal  deflec- 
tion. The  QRS-loop  is  then  followed  by  the 
T-loop  which  is  shown  in  Figure  3-A  with  an 
uninterrupted  line.® 

Normally  the  direction  of  the  T-loop  does  not 
deviate  from  that  of  the  QRS-loop  more  than  60 
degrees  and  in  such  a case  it  is  called  a con- 
cordant T-loop.  However,  when  an  angular 
deviation  consisting  of  more  than  60  degrees  is 
present,  it  is  called  a discordant  T-loop. 

Thus  in  the  horizontal  plane  the  QRS-loop  of 
adults  shows  an  orientation  to  the  left  and  pos- 
teriorly with  a counter-clockwise  (CC)  rotation. 


°For  the  sake  of  convenience,  the  P-loop  is  not  shown  in  all 
the  diagrams  of  this  paper  except  in  Figure  2. 
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FIG.  3 Normal  vectorcardiograms. 


In  addition  the  T-loop  is  concordant  with  the 
QRS-loop. 

In  the  left  sagittal  plane*  the  cardiac  vector 
is  usually  oriented  to  the  inferior  and  posterior 
direction  with  a counter-clockwise  (CC)  rota- 
tion. In  the  frontal  plane,  the  main  axis  of  the 
QRS-loop  is  oriented  to  the  left  and  inferior 
direction  with  either  counter-clockwise  (CC) 
or  clockwise  (C)  rotation  depending  on  the 
angular  deviation  of  the  main  axis  from  the 
origin. 

In  general,  whenever  the  main  axis  of  the 
QRS-loop  is  less  than  +40  degrees  it  shows  a 
counter-clockwise  rotation  while  it  manifests  a 
clockwise  rotation  when  the  angular  deviation 
is  more  than  +40  degrees.  In  addition  the  QRS- 
loop  occasionally  forms  a “figure  of  eight”  in 
this  plane  (see  Figure  3-A). 

Summarizing  the  main  features  throughout 
three  reference  planes  it  may  be  said  that  in 

'’Some  schools  adopt  the  right  sagittal  plane.  In  such  a case 
the  cardiac  vector  is  simply  a mirror  image  of  that  seen  in  the 
left  sagittal  plane. 
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normal  adults  the  QRS-loop  is  oriented  to  the 
left,  posteriorly  and  inferiorly.  As  will  be  shown 
later  this  normal  pattern  is  disturbed  in  many 
cardiac  diseases  with  the  characteristic  orienta- 
tion and  rotation  of  the  QRS-loop  in  the  ab- 
normal directions. 

The  VCG  of  normal  infants  and  early  child- 
hood is  slightly  different  from  that  of  normal 
adults  because  in  infancy  the  myocardial  devel- 
opment of  the  left  ventricle  is  not  quite  as  com- 
plete as  in  the  adult.  For  this  reason  the  QRS- 
loop  of  normal  infants  shows  a marked  anterior 
orientation  as  shown  in  Figure  3-B  indicating 
the  right  ventricular  preponderance.  Otherwise 
the  direction  of  rotation  and  the  general  features 
of  the  VCG  in  infants  are  basically  the  same  as 
in  the  adults  in  all  planes. 

B.  Acquired  Heart  Disease 

(1)  Ventricular  hypertrophy 

In  left  ventricular  hypertrophy  the  QRS- 
loop  is  oriented  farther  posteriorly  than  the  nor- 
mal and  is  often  projected  superiorly  as  shown 
in  Figure  4-A.  In  addition  the  QRS-loop  tends 
to  be  longer  and  larger  than  the  normal  reflect- 
ing the  increased  left  ventricular  mass. 

Characteristically  the  T-loop  is  discordant  and 


[A]  Left  Ventricular  Hypertrophy 


H SL 


p/') 

S 

! i 

\ 

^ / 
/ / 

R 

h L A 

4 ,.X  P 

A 

I 

F 


s 


/ 


\ J 

y 

^ Transitional 
form 


[B]  Right  Ventricular  Hypertrophy 
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FIG.  4 Vectorcardiograms  in  ventricular 
hypertrophy. 
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not  infrequently  the  QRS-loop  does  not  return 
to  the  point  of  origin  ( E ) manifesting  the  “S-T 
vector.”  By  definition  the  S-T  vector  is  a vector 
"drawn  from  the  origin  of  the  QRS-loop  to  its 
terminus.”  The  rotation  of  the  QRS-loop  in  left 
ventricular  hypertrophy  is  the  same  as  in  the 
normal  heart. 

In  right  ventricular  hypertrophy  the  orien- 
tation of  the  QRS-loop  is  often  markedly  altered 
to  the  right,  anteriorly  and  inferiorly  as  shown 
in  Figure  4-B.  Interestingly  enough  the  QRS-loop 
frequently  shows  a clockwise  rotation  in  the 
horizontal  plane.  Here  again  in  most  of  the 
cases  the  T-loop  is  discordant  and  the  S-T  vector 
may  become  apparent. 

(2)  Bundle  branch  block 

In  the  normal  heart,  the  bundle  of  His  bifur- 
cates a short  distance  below  the  a-v  node  into 
the  right  and  left  branches.  The  left  bundle 
branch  begins  to  ramify  early  in  its  course  and 
branches  profusely  thereafter.  On  the  other 
hand  the  right  bundle  branch  is  a slender,  non- 
branching stalk  throughout  most  of  its  course. 

Because  the  left  bundle  branch  divides  earlier 
than  the  right,  ventricular  depolarization  begins 
first  on  the  left  side  of  the  septum,  proceeding 
from  left  to  right.  This  initial  left-to-right  activa- 
tion of  the  septum  is  reflected  in  the  VCG  as 
the  “septal  vector”  which  is  the  initial  deflection 
of  the  QRS-loop  having  an  orientation  to  the 
right  and  anterior  direction  in  the  horizontal 
plane. 

From  the  above  physiological  mechanism  it 
follows  then  that  when  the  left  bundle  branch  is 
blocked,  the  septal  vector  must  be  either  grossly 
disturbed  or  abolished  because  of  the  discon- 
tinuity of  the  conduction  process  at  the  very 
early  stage  of  ventricular  activation. 

Indeed  in  about  two-thirds  of  the  cases  of 
complete  left  bundle  branch  block  it  has  been 
found  that  the  septal  vector  is  characteristically 
abolished  and  instead  an  initial  vector  of  the 
QRS-loop  shows  a different  orientation  to  the 
left  and  anteriorly  or  posteriorly  as  shown  in 
Figure  5-A  ( following  page). 

Other  characteristic  features  of  complete  left 
bundle  branch  block  in  the  VCG  are:  1)  the 
closer  time  markings  in  the  afferent  limb  or  in 
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the  middle  of  the  QRS-loop  (see  Figure  5-A) 
which  is  due  to  the  delayed  onset  of  the  intrinsi- 
coid  deflection,  2)  the  clockwise  rotation  of  the 
QRS-loop  in  the  horizontal  plane,  3)  the  orien- 
tation of  the  main  QRS-loop  to  the  left,  pos- 
teriorly and  superiorly,  4)  the  S-T  vector,  and 
5)  the  discordant  T-loop. 

In  incomplete  left  bundle  branch  block  (where 
the  left  bundle  branch  is  still  functioning  but  at  a 
slower  rate  than  the  normal)  the  “septal  vector” 
is  also  disturbed  or  abolished  because  the  nor- 
mal time  lag  of  the  right  septal  activation  after 
the  onset  of  excitation  on  the  left  septal  surface 
tends  to  be  shortened.  In  addition  the  QRS-loop 
has  a very  slow  initial  time  marking  and  often 
forms  a “figure  of  eight”  in  the  horizontal  plane. 


[A]  Left  Bundle  Branch  Block 
(complete) 
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[B]  Right  Bundle  Branch  Block 
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FIG.  5 Vectorcardiograms  in  bundle 
branch  block. 


From  the  foregoing  discussion  it  becomes  ap- 
parent that  the  septal  vector  is  preserved  in 
right  bundle  branch  block  because  this  is  the 
case  where  the  excitation  of  the  left  septal  sur- 
face remains  intact.  Furthermore,  in  right  bundle 
branch  block,  the  final  depolarization  occurs  in 
the  right  ventricle,  unopposed  by  left  ventricular 
depolarization. 

For  this  reason  the  afferent  limb  of  the  QRS- 
loop  displays  a characteristic  terminal  finger-like 
appendage  which  has  an  orientation  to  the  right 


and  predominantly  anterior  direction  in  the  hor- 
izontal plane  (see  Figure  5-B).  This  finger-like 
appendage  of  the  terminal  QRS-loop  is  the  most 
conspicuous  sign  in  the  VCG  in  both  common 
and  variant  types  of  right  bundle  branch  block. 

In  contrast  with  left  bundle  branch  block, 
right  bundle  branch  block  does  not  usually  pro- 
duce the  S-T  vector  but  it  shows  regularly  the 
discordant  T-loop. 

(3)  Myocardial  Infarction 

During  the  cardiac  contraction  numerous 
electromotive  forces  are  generated  from  various 
regions  of  the  heart.  For  the  sake  of  simplicity 
let  us  assume  that  the  electromotive  forces  are 
produced  at  the  anterior,  posterior,  lateral,  in- 
ferior (diaphragmatic)  and  superior  aspects  of 
the  heart.  Obviously  some  of  these  forces  are 
diametrically  opposing  while  others  are  assisting 
additively  each  other  depending  on  the  ana- 
tomical and  functional  relationship. 

The  cardiac  vector  we  observe  on  the  cathode 
ray  oscilloscope  is  the  end  result  of  interaction 
of  these  electromotive  forces  during  each  cardiac 
cycle.  Whenever  any  portion  of  the  myocardium 
is  damaged  due  to  infarction,  that  area  becomes 
electrophysiologically  inert.  As  a result  there  is 
no  contribution  of  this  area  to  the  total  electro- 
motive forces,  which  causes  augmentation  of  the 
opposing  forces  as  well  as  alterations  of  the 
adjacent  forces. 

For  this  reason  when  there  is  an  infarction  of 
the  anterior  wall  of  the  myocardium,  the  main 
QRS-loop  tends  to  be  oriented  to  the  posterior 
direction,  and  the  contrary  is  true  when  there  is 
an  infarction  of  the  posterior  wall.  Similarly  an 
infarction  of  the  inferior  ( diaphragmatic ) region 
will  alter  the  main  QRS-loop  to  the  superior 
direction. 

In  Figure  6-A  is  shown  an  example  of  VCG 
where  the  infarction  is  located  in  the  antero- 
septal  area.  Notice  that  the  very  early  portion  of 
the  QRS-loop  is  oriented  directly  to  the  left  and 
posterior  direction  indicating  the  absence  of 
normal  initial  “septal  vector."  At  the  same  time 
observe  that  the  main  axis  of  the  QRS-loop  in 
the  sagittal  plane  is  almost  entirely  directed 
posteriorly. 

Furthermore  in  myocardial  infarction  it  is 
customary  to  observe  the  S-T  vector  and  the 
discordant  T-loop  reflecting  the  elevated  or  de- 
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[A]  Myocardial  Infarction 
(Anteroseptal) 
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[B]  Myocardial  Infarction 
(“Inferior”) 
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[C]  Myocardial  Infarction 
(“Posterior”) 
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FIG.  6 Vectorcardiograms  in  myocardial 
infarction. 


pressed  S-T  segment  and  the  depressed  T wave 
in  the  ECG. 

In  inferior  ( diaphragmatic ) infarction  the 
main  axis  of  the  QRS-loop  is  displaced  superiorly 
in  the  sagittal  and  frontal  planes.  In  addition  the 
rotational  direction  of  the  QRS-loop  is  often 
clockwise  in  these  planes  (see  Figure  6-B). 

Posterior  infarction  is  often  difficult  to  detect 
by  the  ordinary  ECG  analysis  unless  some  addi- 
tional unipolar  leads  are  placed  at  the  back  of 
the  chest. 

The  VCG,  however,  appears  to  be  advanta- 
geous in  this  regard  because  as  described  in  the 
above  the  cardiac  vector  represents  the  balance 
of  electromotive  forces  of  the  entire  heart.  For 
this  reason  it  readily  reveals  abnormality  of  the 
myocardium  irrespective  of  its  locality. 

In  posterior  infarction  the  main  QRS-loop  is 
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projected  anteriorly.  Observe  the  marked  an- 
terior displacement  of  the  entire  QRS-loop  in 
the  horizontal  and  sagittal  planes  (Figure  6-C). 

Whenever  the  myocardium  is  damaged,  the 
pathophysiological  conditions,  such  as  ischemia, 
injury  and  necrosis,  are  reflected  in  the  direc- 
tional alteration  of  the  QRS-loop  and  also  in  the 
marked  irregularity  of  its  contour,  the  appear- 
ance of  the  S-T  vector  and  the  discordancy  of 
the  T-loop  providing  sufficient  basis  for  the 
intelligent  interpretation  of  the  myocardial 
pathology. 

C.  Congenital  Heart  Disease 

Most  of  our  knowledge  concerning  the  VCG 
in  congenital  heart  disease  is  based  on  the  cor- 
relative studies  between  the  ante-mortem  VCG 
data  and  the  post-mortem  findings  on  the 
autopsy  table.  Through  these  empirical  studies 
it  is  increasingly  apparent  that  the  VCG  is  a 
potentially  useful  tool  in  the  diagnosis  of  con- 
genital heart  disease  as  it  is  in  acquired  heart 
disease. 

Prior  to  cardiac  catheterization  or  angiocardio- 
graphic studies,  the  simpler  examination  by  the 
VCG  can  differentiate  the  various  types  of  the 
congenital  malformations  of  the  heart  with  a 
considerable  degree  of  accuracy. 

To  date  most  of  the  major  congenital  heart 
diseases  are  already  known  to  manifest  typical 
features  in  the  VCG.  Presently  several  correlative 
studies  are  in  progress  in  various  laboratories  in 
the  nation  and  abroad  promising  a brighter  and 
more  exciting  future. 

In  atrial  septal  defects  it  is  now  reasonably 
well  established  that  there  is  a striking  differ- 
ence between  the  secundum  type  and  the  pri- 
mum  type  in  the  orientation  of  the  main  QRS- 
loop. 

In  20  patients  with  atrial  septal  defect  (12 
with  secundum  defects  and  8 primum  defects) 
Burch  and  DePasquale4  observed  that  the  QRS- 
loops  of  the  patients  with  primum  defects  were 
oriented  to  the  left,  superiorly  and  posteriorly 
(ESP)  whereas  those  of  the  patients  with  sec- 
undum defect  were  oriented  to  the  right,  interi- 
orly and  anteriorly  (RIA). 

Recently  Canadian  investigators5  have  con- 
firmed the  foregoing  findings  in  30  patients  of 
atrial  septal  defects  (23  with  secundum  defects 
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and  7 with  primum  defects).  In  the  Trilogy  of 
Fallot,  where  atrial  septal  defects  are  compli- 
cated by  pulmonary  stenosis  causing  right  to  left 
shunt,  the  main  QRS-loop  is  found  to  be  oriented 
to  the  right,  superiorly  and  posteriorly  ( RSP ) . 

The  incidence  of  ventricular  septal  defects  is 
at  least  twice  as  common  as  atrial  septal  defects 
according  to  a nine-year  study  on  1,395  patients 
by  Gasul  and  Fell.8  Percentage- wise  ventricular 
septal  defects  top  the  list  of  the  incidence  of 
various  congenital  malformations  of  the  heart 
with  a figure  of  20.5%  followed  by  the  Tetralogy 
of  Fallot  (11.1%),  patent  ductus  arteriosus 
(10.7%),  and  atrial  septal  defects  (9.6%). 

Recently  Burch  and  DePasquale7  have  demon- 
strated that  the  VCG  is  a useful  diagnostic  tool 
in  ventricular  septal  defects.  They  have  investi- 
gated over  100  patients  with  ventricular  septal 
defects  and  have  come  to  the  conclusion  that  1 ) 
the  orientation  of  the  main  QRS-loop  is  to  the 
left,  inferiorly  and  anteriorly  ( LIA ) , and  2 ) the 
terminal  portion  of  the  QRS-loop  shows  a char- 
acteristic orientation  superiorly  and  posteriorly. 

In  the  Tetralogy  of  Fallot  the  main  QRS-loop 
is  said  to  be  oriented  to  the  right,  superiorly  and 
anteriorly  (RSA).  In  common  atrioventricular 
canal,  which  is  relatively  rare  but  quite  impor- 
tant surgically,  the  orientation  of  the  main  QRS- 
loop  is  reported  to  be  directed  to  the  right, 
superiorly  and  anteriorly  (RSA)  while  it  is  to 
the  left,  inferiorly  and  anteriorly  ( LIA ) in  patent 
ductus  arteriosus. 

To  assist  the  readers  of  this  article  the  orienta- 
tion of  the  main  QRS-loop  in  various  congenital 
malformations  of  the  heart  is  summarized  in 
Table  1. 

D.  Comments 

Spatial  vectorcardiography  is  a relatively  new 
diagnostic  technique  in  cardiology.  Being  new 
there  is  a multitude  of  unsettled  problems  in  its 
methodology  and  theory. 

As  yet  the  choice  of  the  lead  system,  reference 
plane,  or  the  standardization  procedure  is  not 
universally  agreed  upon.  No  less  important  than 
the  methodology  is  the  interpretation  of  the 
normal  and  abnormal  vectorcardiogram. 

Unfortunately  the  current  basis  of  our  inter- 
pretation of  the  VCG  has  been  primarily  empiri- 
cal. This  is  due  to  the  lack  of  our  knowledge 
concerning  the  fundamental  aspects  of  the  car- 
diac electrophysiology.  Admitting  these  limita- 


TABLE  I. 

ORIENTATION  OF  THE  MAIN  QRS-LOOP 
IN  CONGENITAL  HEART  DISEASE 

Atrial  septal  defect 

1.  Secundum  type 

Right,  inferiorly  and  anteriorly  (RIA) 

2.  Primum  type 

Left,  superiorly  and  posteriorly  (LSP) 

3.  Trilogy  of  Fallot  (ASD  with  pulmonary 

stenosis,  R->L  shunt) 

Right,  superiorly  and  posteriorly  (RSP) 

Ventricular  septal  defect 

1.  Uncomplicated  Roger’s  Disease 
Left,  inferiorly  and  anteriorly  (LIA) 

The  terminal  portion  of  the  QRS  loop  is 
prominently  oriented  superiorly  and  posteriorly 

2.  Tetralogy  of  Fallot 

Right,  inferiorly  and  anteriorly  (RIA) 

Common  a-v  Canal 

Right,  superiorly  and  anteriorly  (RSA) 

Patent  ductus  anteriosus 

Left,  inferiorly  and  anteriorly  (LIA) 


tions  and  shortcomings,  however,  the  VCG  has 
proven  to  be  remarkably  valuable  in  the  diag- 
nosis of  various  heart  diseases  as  described  in 
this  presentation. 

The  mutual  dependency  and  the  basic  differ- 
ence between  the  VCG  and  the  ECG  are  ap- 
parent. At  this  stage  of  development,  however,  it 
must  be  emphasized  that  the  VCG  is  not  to 
supplant  the  ECG  but  rather  to  supplement  it. 
In  the  clinical  application  the  best  use  of  the 
VCG  may  be  found  in  cases  where  the  ECG 
data  are  inconclusive. 

The  presentation  of  the  materials  in  this  paper 
is  necessarily  oversimplified  to  a certain  extent. 
In  practice  the  VCG  may  not  fit  any  of  the 
patterns  already  described.  This  is  due  to  multi- 
ple sources  of  cardiac  disturbance  in  most  cases. 
Nonetheless  the  understanding  of  the  individual 
pattern  of  anomalous  VCG  will  aid  in  penetrat- 
ing the  complex  fortress  of  cardiac  pathology. 
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4 The  non-verbal  aspects  of  communication  are  discussed  by  Dr.  Enelow. 
||  Such  observations  add  considerable  interest  to  the  practice  of  medicine. 


THE  classical  method  of  arriving  at  a psychi- 
atric diagnosis  in  a problematic  clinical  picture 
is  to  exhaust  the  facilities  of  the  clinical  labora- 
tory, the  radiology  department  and  the  various 
endoscopists  and  experts  in  exotic  sub-specialties, 
then  to  assign  the  label  “psychoneurotic”  to  the 
patient.  This  may  not  be  true  when  the  patient 
specifies  to  the  physician  that  his  reason  for  con- 
sulting his  doctor  is  to  obtain  relief  from  anxiety 
or  depression. 

Unfortunately  for  the  exclusion  diagnostician, 
the  average  patient  either  has  an  organic  com- 
plaint or  a specific  physical  disorder  even  when 
his  primary  problem  is  one  of  disordered  emo- 
tions or  fears  with  which  he  cannot  cope.  To 
make  the  problem  even  more  difficult,  almost 
every  patient,  whatever  his  illness,  has  some 
psychiatric  complication.  For  in  the  presence  of 
illness,  anxiety,  depression,  or  even  psychotic 
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symptoms  may  be  the  organismic  reaction  to  the 
altered  physiology. 

The  difficulties  in  such  a situation  are  further 
enhanced  by  the  fact  that  for  many  patients  it  is 
impossible,  even  unthinkable,  to  say,  “I  am  fear- 
ful, I feel  alone  and  worried.  Please  take  care 
of  me.”  Most  people  can  say,  however,  “I  have 
a pain  here.  Thus  the  clinician  who  likes  to  get 
a straightforward  account  of  the  chief  complaint 
and  the  present  illness  has  no  lead  to  an  im- 
portant dimension  of  his  patient’s  illness. 

Nonetheless,  the  patient  in  every  instance  does 
communicate  his  psychiatric  symptoms  as  well 
as  his  physical  ones.  They  are  communicated 
non-verbally  in  such  things  as  his  gait,  posture, 
gestures,  tone  of  voice,  facial  expression  and 
other  behavior  which  can  be  observed  in  the 
process  of  the  transaction  between  patient  and 
physician. 

The  phenomenological  approach  to  psychiatric 
diagnosis  is  to  observe  all  of  the  patient’s  be- 
havior while  listening  to  the  history  and  accom- 
plishing the  examination.  The  non-verbal  be- 
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havior  contains  far  more  reliable  indicators  of 
the  various  psychiatric  disorders  than  the  pa- 
tient’s subjective  accounts. 

To  make  this  more  understandable,  it  may  be 
helpful  to  examine  the  development  of  communi- 
cation between  humans  in  the  course  of  person- 
ality development. 

There  is  a growing  body  of  evidence  which 
indicates  that  the  earliest  communications  are 
innate,  unlearned  movements,  sounds,  and  facial 
expressions  that  result  in  bringing  the  infant 
into  contact  with  parental  persons  or  in  stimulat- 
ing such  persons  to  provide  some  physical  con- 
tact.1234 The  biological  or  survival  value  of  such 
behavior  is  obvious. 

Bowlby  Cited 

Bowlby’s  hypothesis  is  that  these  are  in-built 
responses,  comparatively  independent  of  physio- 
logical needs,  that  function  to  promote  social 
interaction  between  members  of  a species.  He 
favors  the  Darwinian  hypothesis  that  such  in- 
stinctive behavior  originates  through  the  process 
of  natural  selection  having  preserved  and  con- 
tinually accumulated  variations  which  are  bio- 
logically advantageous. 

There  is  evidence  from  the  work  of  Bowlby, 
Harlow  and  many  others  that  the  role  of  the 
earliest  communications  may  be  to  evoke  some 
kind  of  mothering  response  from  another  indi- 
vidual, resulting  in  the  parental  care  necessary 
for  survival. 

This  non-verbal  language  of  movement,  pos- 
ture, smiles,  tears  and  other  signs  never  disap- 
pears from  our  transactions  ( or  interaction ) with 
our  human  environment.  Even  when  language 
becomes  highly  developed  and  capable  of  ex- 
pression of  great  subtleties  and  much  informa- 
tion, the  non-verbal  aspects  remain  highly  infor- 
mative, often  more  reliably  so  than  the  words 
a person  speaks. 

Clue  of  Speech 

In  some  people’s  speech,  one  detects  an  ab- 
sence of  such  non-verbal  expression.  This  tone- 
less, apparently  emotionless  quality  in  itself  tells 
a great  deal  about  the  speaker. 

It  then  follows  that  it  is  possible  to  make  a 
positive  psychiatric  diagnosis  through  careful 
attention  to  non-verbal  behavior,  what  Hall5  has 
called  “The  Silent  Language,”  even  when  the 


patient  is  unaware  of  his  emotional  problems  or 
psychiatric  symptoms.  This  is  even  true  when 
the  patient  tries  to  hide  such  symptoms  from 
his  physician. 

At  this  point  it  would  be  well  to  consider  the 
conditions  which  can  most  favor  these  observa- 
tions. That  is  to  say:  how  can  the  physician 
behave  so  as  to  permit  the  clearest  behavioral 
picture  of  the  patient  to  be  seen? 

Most  clinicians  pressed  for  time  are  chiefly 
concerned  with  facts,  dates  of  onset,  dates  of 
appearance  and  disappearance  of  various  symp- 
toms, ways  of  getting  relief  from  them,  as  well 
as  the  so-called  “system  review,”  a systematic 
questioning  of  all  possible  areas  of  illness  present 
and  past. 

To  accomplish  this,  physicians  usually  rely 
on  asking  questions.  The  garrulous  patient  is 
discouraged  from  talking  too  much.  The  rela- 
tively silent  patient  is  asked  many  questions. 
This  is  exactly  how  not  to  favor  observation  of 
the  transactional  proceess. 

Type  of  Interview 

Understandable  though  the  impatience  of  the 
physician  may  be,  the  fact  is  that  the  less  we 
ask,  the  more  we  may  learn.  An  unstructured 
interview  in  which  the  patient  is  allowed  to  de- 
velop his  own  story  in  his  own  way,  cued  and 
encouraged  only  by  facilitating  gestures  and  ex- 
pressions of  interest  or  puzzlement  from  the 
doctor,  is  the  ideal  situation  in  which  to  make 
these  observations. 

The  specific  dates,  figures,  and  numbers 
needed  to  round  out  the  picture  can  easily  be 
gotten  afterwards.  In  fact  one’s  nurse  can  do 
that  as  easily  as  the  physician  can,  given  a check 
list  to  follow. 

My  usual  custom  is  to  ask  something  like, 
“What  kind  of  troubles  are  you  having?”  Such 
an  open-ended  question  often  brings  surprising 
results. 

From  that  point  on,  I try  to  avoid  changing 
the  direction  of  the  patient  s flow  of  narrative.  I 
try  to  encourage  his  story  by  raising  an  eyebrow; 
or  repeating  a sentence  with  a rising,  questioning 
inflection;  or  by  asking  a question  about  what  he 
has  just  told  me.  Rarely  do  I introduce  a new 
topic. 

In  a long  series  of  medical  interviews,  D.  L. 
Forde  and  I have  demonstrated  that  one  can 
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get  informative  medical  histories  by  just  this 
technique.6  A similar  technique  has  been  de- 
scribed by  Deutsch  and  Murphy.7  But  this  ap- 
proach is  not  defensible  simply  because  it  can 
be  done.  More  to  the  point,  one  can  get  a great 
amount  of  psychiatric  information  this  way  and 
in  two  dimensions,  process  and  content. 

Let  me  clarify  what  is  meant  by  process  and 
content.  The  content  of  what  a person  says  is 
the  information  he  actually  gives  you.  ft  is  that 
with  which  he  is  consciously  preoccupied.  It  is 
what  he  wants  you  to  know,  or  at  least  what  he 
is  able  to  tell  you.  It  can  be  subjective  or  ob- 
jective, and  often  is  both. 

In  Interview 

Facts,  figures,  and  dates  are  usually  the  most 
prominent  feature  of  the  content  of  the  patient’s 
communication.  The  patient’s  feelings,  fears, 
and  moods  may  or  may  not  be  communicated. 

What  I call  the  process  is  the  actual  transac- 
tional process  of  the  interview.  It  is  the  inter- 
action taking  place  between  two  people:  a 
patient  who  comes  for  help,  and  a physician  who 
tries  to  learn  all  he  can  about  the  patient  so  he 
can  help. 

This  type  of  interview  allows  a characteristic 
picture  of  the  patient  in  his  dealings  with  others 
to  emerge.  More  specifically,  it  is  a character- 
istic picture  of  the  patient  in  relation  to  an 
authority  or  expert,  and  in  a situation  of  asking 
for  help. 

His  behavior,  then,  will  tell  the  examiner  much 
about  the  patient’s  usual  way  of  coping  with  such 
situations.  It  will  demonstrate  how  he  tries  to 
present  himself,  how  he  tries  to  deal  with  the 
doctor,  how  he  tries  to  maintain  self-esteem,  or 
in  some  instances  that  he  does  not  try  to  main- 
tain it. 

One  can  see  if  the  patient  can  ask  for  help,  or 
whether  he  cannot  bring  himself  to  do  so.  One 
can  learn  whether  the  patient  tries  to  dominate, 
to  be  dominated,  to  cling,  to  beseech,  to  evoke 
sympathy  and/or  many  other  modes  of  relating 
to  others. 

Even  more  discrete  observations  of  non-verbal 
behavior  can  be  made  from  tremors,  from  pres- 
ence of  moisture  on  the  hands  or  forehead,  from 
the  facial  expression  around  the  eyes  and  mouth. 

The  set  of  the  shoulders  may  signal  a feeling 
of  despair  or  defeat.  The  gait  and  posture  as 
well  as  the  set  of  the  mouth  may  indicate  trucu- 
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lence,  or  arrogance;  it  may  signal  a fearful  un- 
certainty or  an  obsequious  self-abasement.  Worry 
or  agitation  can  be  seen  in  wringing  of  the 
hands,  or  in  an  inability  to  sit  quietly. 

While  it  is  not  possible  to  give  an  encyclopedia 
of  diagnostic  behaviors,  some  of  the  more  im- 
portant findings  in  the  most  common  psychiatric 
disorders  follow: 

In  depression,  there  is  a general  slowing  down. 
The  patient  walks  slowly  and  speaks  softly.  He 
is  usually  relatively  silent,  speaking  only  when 
spoken  to  and  answering  with  a parsimony  of 
words.  The  corners  of  the  mouth  are  often 
drawn  down.  The  eyes  have  a deep-sunk  ap- 
pearance and  there  is  often  a fold  of  skin  below 
them  and  at  the  outer  edge  of  the  eyebrow 
giving  a baggy  look  or  appearance  of  sleepless- 
ness. The  shoulders  droop. 

The  patient  may  be  relatively  motionless. 
When  agitation  is  a feature,  however,  the  pa- 
tient will  often  wring  his  hands  or  exhibit  rest- 
lessness. He  will  speak  in  a self-deprecating  tone 
and  indicate  self-blame  and  a feeling  of  worth- 
lessness. He  often  looks  very  lonely.  His  chin 
may  quiver  as  though  he  were  near  tears. 

In  anxiety,  there  is  often  an  obvious  tremor. 
The  palms  are  frequently  moist.  The  patient  is 
restless,  taps  his  foot  or  swings  his  leg  and  looks 
fearful. 

Severe  Anxiety 

In  the  severe  anxiety  states,  the  patient’s  eyes 
may  dart  about  the  room  as  though  he  were 
constantly  on  guard  against  unexpected  danger. 
His  shoulders  may  be  elevated  as  though  to  pro- 
tect himself,  sometimes  one  shoulder  higher  than 
the  other  like  a person  ready  to  ward  off  a sud- 
den blow  from  someone  larger  or  standing  above 
the  patient.  The  hands  and  feet  move  constantly. 
Sometimes  the  finger  tips  go  repeatedly  to  the 
mouth.  The  patient  may  smoke  one  cigarette  af- 
ter another,  perhaps  crushing  out  a half-smoked 
cigarette,  then  lighting  another  at  once. 

There  is  a quick  nervous  quality  to  the  flow 
of  words,  which  may  be  accompanied,  in  women, 
by  self-conscious  giggling.  Facial  movements, 
sometimes  tic-like,  may  be  seen. 

The  border-line  psychotic  patient  is  likely  to 
impress  one  at  once  with  a creepy  feeling,  as 
though  something  were  subtly  disquieting  in  the 
general  manner  of  the  patient.  The  examiner 
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usually  has  the  feeling  that  no  real  personal 
contact  is  being  made,  a feeling  of  emptiness 
coming  from  the  patient. 

Often  there  are  jarring  notes  in  the  patient’s 
appearance  — bizarre  clothes  combinations  or 
an  unkempt  look. 

There  may  be  a rather  massive  denial  of  the 
seriousness  of  the  patient’s  situation,  like  the 
patient  who  has  a severe  physcial  disorder  and 
is  in  a financial  or  domestic  crisis,  but  who  says 
he  never  worries  about  a thing,  or  who  looks 
utterly  unperturbed. 

Manner  of  Patient 

Such  patients  may  talk  in  relatively  few 
stereotyped  cliches.  Their  accounts  are  often 
strangely  uninformative  — their  facial  expres- 
sions fixed  and  unvarying,  or  unconvincing  and 
ungenuine-looking.  When  such  patients  are  para- 
noid, one  can  often  find  a facial  expression  of 
suspiciousness  and  evasiveness  in  their  manner. 
They  then  may  appear  hyper-alert,  others  may 
seem  broodingly  suspicious. 

The  severely  schizophrenic  patient  often  gives 
a much  more  marked  feeling  of  emptiness.  One 
finds  it  very  difficult  to  make  any  emotional  con- 
tact with  him. 

When  the  patient  expresses  delusional  ideas 
or  describes  hallucinations,  the  diagnosis  is  rela- 
tively easy.  But  many  psychotic  patients  do  not 
speak  so  freely  of  the  psychotic  content  of  their 
thoughts.  Still,  one  can  find  a curious  lack  of 
logic,  a lack  of  internal  consistency  in  what  they 
say. 

Conclusions  are  reached  by  some  of  these 
patients  that  are  not  very  clearly  related  to 
premises  or  reasoning.  The  reasoning  is  often 
loose,  even  bizarre.  Sometimes  affect  is  inappro- 
priate to  the  content,  at  other  times  apparently 
absent,  leading  to  a sense  of  flatness. 

This  feelinglessness  is  quite  different  however 
from  the  sad,  lonely,  relative  quiet  of  the  de- 
pressed patient.  Perhaps  the  most  characteristic 
feeling  that  the  severely  schizophrenic  gives  the 
examiner  is  an  other-worldliness,  as  though  he 


is  on  the  other  side  of  a thick  pane  of  glass.  One 
can  see  him  and  hear  him  yet  somehow  one  does 
not  reach  him  or  feel  in  contact.  Peculiar,  sud- 
den movements,  or  sudden  bizarre  sounds,  may 
characterize  the  patient’s  behavior. 

These  are  but  a few  of  the  many  behavioral 
indications  from  which  the  observant  clinician 
can  arrive  at  a positive  psychiatric  diagnosis. 
They  are  more  reliable  indicators  of  psychiatric 
illness  than  the  history,  though,  to  be  sure,  diag- 
nosis is  easier  where  both  process  observations 
and  content  can  be  used  to  arrive  at  a conclusion. 

Clear-cut  pictures  such  as  are  described  here 
are  not  as  common  as  mixed  pictures.  The  fact 
is,  most  of  our  diagnostic  entities  represent  the 
predominant  symptom,  rather  than  clearly  de- 
finable diseases.  So  the  physician  should  be 
aware  that  one  of  the  symptom  pictures  given 
above  does  not  exclude  the  presence  of  one  or 
more  of  the  others. 

SUMMARY 

The  phenomenological  approach  to  psychiatric 
diagnosis  stresses  behaviorial  observations  from 
the  transactional  process  during  the  interview, 
and  correspondingly  less  reliance  on  the  content 
of  the  interview.  This  makes  it  possible  to  arrive 
at  a positive  diagnosis  even  when  the  patient 
has  relatively  little  awareness  that  he  has  psychi- 
atric symptoms,  or  for  one  reason  or  another 
prefers  not  to  talk  about  them. 

The  type  of  interview  that  allows  a character- 
istic picture  of  the  patient  to  become  apparent 
is  described,  and  some  of  the  usual  findings  in 
the  most  common  psychiatric  symptom-pictures 
are  given. 
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Survival  in  a Thermonuclear  War 

8.  Shelters  in  Rock 


Solomon  Garb,  M.D. 


In  Ihis  chapter  Dr.  Garb  demonstrates  an  approach  to  the  shelter  pro- 
gram that  may  have  application  in  Arizona.  Dr.  Paul  Miller,  geologist  at 
the  Arizona  State  University,  states  that  a good  portion  of  the  rock  forma- 
tion near  Phoenix  and  Tucson  is  igneous,  granite  or  metamorphic,  and 
probably  usable  for  shelter  purposes. 

A more  economical  approach  would  lie  in  utilization  of  local  active 
and  abandoned  mine  properties.  The  U.S.  Engineering  Service  has  ac- 
complished a partial  study  of  such  areas  in  Arizona  and  this  information 
is  available  through  the  Arizona  State  Civil  Defense  Office. 

The  subject  of  shelter  ventilation  is  also  reviewed  by  Dr.  Garb.  Mr. 
Archie  Kelly  and  Mr.  Theodore  Kraver,  special  project  engineers  at  Ai_ 
Research  Corporation  in  Phoenix,  have  just  concluded  a study  on  "Quick 
Closing  Valves,"  and  early  manufacture  by  AiResearch  Corporation  is 
at  least  a possibility. 

The  use  of  a stone  or  sand  barrier  in  conjunction  with  an  "A.B.C."  type 
filter,  such  as  manufactured  by  Mine  Safety  Appliance  Company,  would 
allow  for  local  adaption  of  the  excellent  filter  system  described  in  Sweden. 


THE  most  efficient  and  economical  shelters  are 
those  that  are  blasted  or  mined  out  of  rock. 
Wherever  such  shelters  can  be  built  they  are 
probably  the  best  solution  to  civil  defense  prob- 
lems. Such  shelters  have  been  widely  built  in 
Sweden  and  in  a few  places  in  the  United 
States. 

To  have  a shelter  blasted  into  rock  there  must 
be  an  appropriate  geologic  rock  formation.  Cer- 
tain kinds  of  rock  are  suitable  for  this  purpose 
and  others  are  not.  A complete  listing  cannot  be 
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given  here,  but  local  engineers  and  quarrymen 
can  be  consulted. 

In  general,  information  available  to  me  indi- 
cates that  the  most  suitable  rock  formation  is  a 
high-grade  limestone.  In  addition,  granite  and 
igneous  rocks  are  said  to  be  suitable  for  this 
purpose.  In  the  remaining  discussion  limestone 
will  be  used  as  an  example,  because  our  greatest 
experience  has  been  with  this  type  of  rock. 

The  costs  are  somewhat  higher  with  other 
rocks  and  there  may  be  a greater  degree  of 
difficulty  in  working  them.  The  best  and  cheap- 
est type  of  formation  to  work  with  consists  of 
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Fig.  1.  Elevation  view  of  shelter  in  high  bluff  or  cliff 
of  limestone.  The  shelf  along  the  bluff  is  wide  enough 
for  a roadway.  Waste  rock  can  be  dumped  from  the 
shelf  to  the  valley  below.  A similar  shelter  can  be  made 
with  no  shelf  for  a roadway.  Waste  rock  from  this  type 
can  be  dumped  at  mouth  of  drift  and  along  the  side  of 
the  valley. 


Fig.  2.  A shelter  in  a large  hill  of  limestone  that  is 
covered  with  a thin  layer  of  topsoil.  The  cost  is  slightly 
higher  than  in  a shelter  in  a bluff  or  cliff  (Fig.  1)  be- 
cause of  concreting  portal. 


Up  1/2  % 


Fig.  3.  A shelter  in  rock  under  a hill  below  ground 
level  and  under  10  feet  of  dirt.  This  is  the  most  expen- 
sive type  of  shelter  in  rock,  and  is  twice  the  cost  of 
shelters  shown  in  Figs.  1 & 2. 


a high  bluff  or  cliff  of  limestone  which  can  take 
a horizontal  shaft  (Figure  1). 

A second  possibility  consists  of  a large  hill  of 
limestone  covered  with  a thin  layer  of  topsoil 
(Figure  2).  However,  it  is  also  possible  to  use 
a formation  that  is  below  the  surface  of  a level 
area  covered  with  a substantial  degree  of  top- 
soil. 

To  do  this  it  is  first  necessary  to  dig  a sloping 
trench  down  to  the  rock  and  to  start  tunneling 
below  ground  level.  The  walls  of  the  trench 
must  be  held  up  with  concrete,  so  the  costs 
generally  are  much  higher  (Figure  3). 

A rough  estimate  is  that  the  cost  of  a large 
shelter  blasted  into  a limestone  formation  under 
the  soil  costs  about  twice  as  much  as  a shelter 
of  similar  size  blasted  into  a cliff  or  a large 
hill.  However,  even  though  the  cost  is  doubled, 
this  type  of  shelter  is  still  quite  economical,  be- 
ing several  times  cheaper  than  one  made  of 
poured  concrete  or  steel  covered  with  earth. 

Shelter  Dimensions 

In  shelters  blasted  out  of  rock  a slightly  greater 
volume  of  space  should  be  allocated  to  each  oc- 
cupant because  of  the  irregularity  of  the  walls 
and  floor.  This  will  probably  prove  to  be  a more 
economical  way  of  handling  it  than  evening  out 
the  surfaces. 

A good  rule  of  thumb  is  that  four  cubic  yards 
of  space  ( 108  cubic  feet ) be  allocated  to  each 
individual.  By  comparison  70  cubic  feet  are  al- 
located to  each  individual  in  other  types  of 
shelters. 

There  are  no  definite  standards  for  the  size 
of  the  excavation.  In  commercial  quarrying  of 
limestone  it  is  a usual  practice  to  make  caverns 
30  feet  wide  by  30  feet  long  by  30  feet  high 
that  are  supported  by  remaining  pillars  at  each 
corner.  This  involves  a 30  foot  span  and  is  most 
economical  in  terms  of  large-scale  quarrying 
operations. 

However  for  shelter  purposes  this  type  of 
design  leaves  a great  deal  to  be  desired  since 
the  30  foot  height  represents  a considerable 
wastage  of  cubic  space  unless  scaffolding  and 
other  relatively  expensive  procedures  are  util- 
ized. 

Accordingly,  consultations  with  persons  who 
have  specialized  knowledge  in  this  field  lead  to 
the  belief  that  a more  usable  shape  would  be  a 
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corridor  10  feet  high  and 
12  feet  wide  extending 
virtually  the  length  of 
the  rock  formation. 

With  rock  formations 
that  are  rather  wide  but 
not  very  long,  various 
modifications  are  pos- 
sible with  branching 
corridors  coming  off  the 
main  one.  These  branch- 
ing corridors  too  should 
be  10  feet  high  and  12 
feet  wide  so  that  the 
usual  mechanical  load- 
ers and  trucks  could 
move  in  and  out  (Fig- 
ures 4 & 5). 

There  may  have  to  be 
some  variations  from 
these  dimensions  in  a 
particular  operation  be- 
cause of  differences  in 
the  rock  structure. 


AIR  INTAKES 


Fig.  4.  Area:  4128  sq.  ft.  At  12  sq.  ft.  per  person 
this  shelter  would  accommodate  344  people. 


Costs  of 
Rock  Shelters 


Rock  shelters  are  only 
practical  for  large  num- 
bers of  people.  Probably 
the  minimum  - sized 
practical  rock  shelter 
would  be  one  for  200 
persons.  The  larger  the 
shelter  the  more  eco- 
nomical and  practical  it 
is  likely  to  be. 

Exact  costs  cannot  be 
given  by  anyone  until  a 
particular  rock  forma- 
tion has  been  carefully 
surveyed  by  an  engineer 
with  experience  and 
training  in  evaluating 
rock  formations. 

It  will  be  necessary 
for  him  to  judge  the  abi- 
lity of  particular  forma- 
tions to  withstand  blast- 
ing shocks  as  well  as  the 


Fig.  5.  Area:  3152  sq.  ft.  At  12  sq.  ft.  per  person  this 
shelter  would  accommodate  262  people. 
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overpressures  which  might  result  from  a nearby 
explosion  of  a thermonuclear  weapon.  Accord- 
ingly we  can  only  give  the  probable  minimum 
and  maximum  costs. 

The  probable  minimum  cost  for  a large  shelter 
blasted  out  of  limestone  would  be  $2.25  per 
cubic  yard  or  $9  per  person  sheltered  therein. 
This  figure  only  includes  the  cost  of  blasting  and 
removal  of  the  rock.  It  does  not  include  any  of 
the  extra  materials  that  would  be  installed  in 
such  a shelter.  Furthermore,  this  figure  is  based 
on  the  assumption  that  experienced  Missouri 
miners  would  do  the  blasting,  employing  the 
highly  efficient  techniques  developed  in  that 
state. 

In  other  situations  the  cost  of  blasting  into 
rock  might  go  as  high  as  $11  per  cubic  yard  or 
$44  for  each  person  sheltered.  It  should  be 
noted  that  even  this  high  figure  is  considerably 
less  than  the  cost  of  an  equivalent  degree  of 
protection  from  any  other  type  of  shelter. 

Entrcmceways 

If  shelters  of  this  sort  are  to  be  built  it  would 
be  wise  to  add  protection  against  blast  which 
will  cost  a relatively  small  additional  amount. 

The  most  vulnerable  part  of  the  shelter  will 
be  the  entranceway,  and  there  are  several  ways 
of  protecting  it  against  blast. 


One  way  is  the  blast-proof  door.  This  can 
be  installed  and  designed  to  withstand  a high 
blast  overpressure.  However,  it  is  a very  ex- 
pensive way  of  solving  the  problem. 

Other  methods  do  not  depend  on  a structure 
that  can  withstand  the  blast,  but  instead  divert 
the  force  of  the  blast  or  absorb  it  in  some  fashion. 

A by-pass  principle  is  used  in  the  entrance 
design  of  Swedish  rock  shelters.  This  involves 
an  open  tunnel  at  right  angles  to  the  entrance 
doors.  The  shock  waves  then  pass  through  the 
tunnels  and  the  entrance  doors  are  not  exposed 
to  any  reflected  blast  wave  but  only  to  the  static- 
pressure  of  the  shock  wave  which  is  likely  to  be 
considerably  less. 

Another  method  of  protecting  entranceways  is 
through  the  use  of  a maze  system  with  barriers 
designed  to  absorb  the  shock  of  the  blast  rather 
than  to  resist  it.  In  essence  this  consists  of  a 
series  of  T-shaped  corridors  with  light  barriers 
placed  so  as  to  give  way  and  absorb  the  blast 
wave,  and  heavy  barriers  designed  to  protect  the 
occupants  (Figures  7 & 8). 

Entrances  of  this  sort  will  have  to  be  blocked 
after  the  occupants  are  inside.  Various  modifi- 
cations can  be  made  so  as  to  allow  entry  into 
this  shelter  by  persons  who  are  late  in  arriving. 

Small  passageways  consisting  of  36  inch  di- 
ameter, 16  gauge  corrugated  steel  pile  can  be 
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placed  so  as  to  penetrate  the  sandbag  barriers. 

If  this  is  done  the  passageways  should  be 
arranged  so  that  no  two  of  them  are  in  a direct 
line  with  each  other. 

Another  method  of  allowing  entry  for  late 
arrivals  is  through  placement  of  the  sandbag 
barriers  so  as  to  form  a small  offset  within  the 
corridor  (Figure  9). 

In  addition,  any  combination  of  these  methods 
may  be  used  to  reduce  further  the  possibility  of 
a blast  wave  s reaching  the  interior  of  the  shelter. 

Ventilation 

At  this  writing  the  United  States  government 
has  not  yet  developed  a reasonably  satisfactory 
design  for  a ventilation  system  for  community 
shelters.  Accordingly,  the  suggestions  made  here 
are  to  be  considered  as  temporary  expedients 
until  the  government  fulfills  its  responsibility  in 
this  area. 

The  hand-operated  blowers  which  are  suitable 
for  the  small  family  shelter  or  indeed  even  for 
shelters  containing  up  to  30  people  are  not 
enough  for  the  large  community  shelter.  Further- 
more it  appears  to  be  impractical  to  supply  a 
large  number  of  hand-operated  blowers  to  take 
care  of  so  many  people. 

The  federal  government  has  developed  a series 
of  gasoline-operated  blowers  which  would  in 
theory  handle  the  ventilation  requirements  for 
the  large  shelters. 

Unfortunately,  there  are  several  drawbacks  to 
those  gasoline  operated  ventilating  systems  which 
render  their  use  questionable  at  this  time.  First 
of  all,  they  are  inordinately  expensive,  costing 
thousands  of  dollars.  Secondly  they  depend  on  a 
supply  of  gasoline  for  their  operation  and  gaso- 
line may  not  be  available  or  may  not  be  kept  in 
storage  in  community  shelters.  Thirdly,  gasoline 
motors  have  an  unfortunate  characteristic  of 
becoming  gummed  in  certain  vital  parts  when 
gasoline  is  allowed  to  remain  in  them  for  long 
periods  of  time  when  the  motors  are  not  in  use. 

In  order  to  be  sure  that  a small  gasoline  motor 
will  operate  properly  at  the  time  it  is  needed,  a 
rigorous  program  of  preventive  maintenance  is 
needed.  This  is  practical  in  the  Army.  At  this 
time  it  is  not  practical  in  civilian  areas.  Accord- 
ingly there  is  a real  risk  that  if  these  gasoline 
powered  ventilators  are  installed  in  the  Corn- 
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munity  shelters,  they  will  not  be  able  to  operate 
when  they  are  needed  because  of  inadequate 
preventive  maintenance. 

The  most  practical  type  of  ventilating  system 
for  a community  shelter  would  probably  be  a 
foot-powered  blower  attached  to  the  appropriate 
filters. 

Some  theoretical  calculations  suggest  that  a 
foot-powered  blower  consisting  of  a bicycle  type 
frame  attached  to  a rotary  squirrel  cage  blower 
could  supply  approximately  1,000  cubic  feet  of 
air  per  minute.  This  would  suffice  for  200  people. 
Therefore  one  ventilating  set  would  be  enough 
for  approximately  200  people  and  it  would  be 
practical  to  install  as  many  of  these  as  needed 
in  a large  shelter. 

The  blowers  that  would  be  used  would  be  the 
type  that  are  employed  to  exhaust  odors,  etc  in 
restaurants  and  that  are  used  to  blow  hot  air 
throughout  the  home  in  forced  air  heating  sys- 
tems. They  are  readily  available  all  through  the 
country.  All  that  is  needed  is  a connection  so 
that  the  muscular  power  delivered  to  the  bicycle 
pedals  can  be  transmitted  to  the  blower  in  an 
effective  manner. 

Adequate  filters  are  also  not  available  at  a 
reasonable  price  for  the  large  community 
shelters.  However,  the  manufacturers  of  the  ab- 
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solute  filters  which  can  keep  out  bacteria  as 
well  as  fallout  particles*  can  probably  produce 
much  larger  filters  if  there  is  an  adequate  de- 
mand. 

Another  way  of  handling  this  problem  is 
through  the  use  of  sand  filters.  These  are  the 
basic  filters  used  by  Sweden  in  the  large  com- 
munity shelters  built  in  that  country.  The  Swedes 
have  other  filters  as  well  so  that  their  shelters 
give  a maximum  amount  of  protection. 

The  Swedish  ventilation  system  includes  the 
following: 

1.  Quick  closing  valves  which  will  protect  the 
filters  from  the  effect  of  a blast  wave. 

2.  Stone  and  sand  filters  which  give  further 
protection  and  which  filter  out  most  of  the  large 
particles. 

3.  Special  filters  designed  to  absorb  the  very 
small  radioactive  particles. 

The  stone  filter  protects  the  other  filters  be- 
hind it  from  the  effects  of  blast.  The  stone  filter 
consists  of  a bed  of  ground  stones  with  a height 
of  about  3 feet. 

The  sand  filter  is  designed  to  remove  the 
radioactive  particles  from  the  air.  The  sand 
filter  consists  of  a variety  of  sand  sizes  between 
1/10  and  3 millimeters  in  diameter.  This  sand 
is  piled  to  height  of  about  3 feet  in  a concrete 
case.  At  the  bottom  of  the  case  is  an  air  outlet 


“These  filters  are  described  and  their  manufacturers  listed  in 
Chapter  7,  “Providing  Safe  Ventilation,”  in  “ARIZONA  MEDI- 
CINE,” February  1963. 


with  a tube  that  leads  to  the  blower  in  the 
shelter.  There  are  several  ways  in  which  a sand 
filter  may  be  improved  so  as  to  render  it  more 
efficient.  (Figure  10  preceding  page). 

Tests  will  have  to  be  done  in  order  to  de- 
termine the  best  proportions  of  different  sizes 
of  sand  for  this  type  of  filter.  An  important  con- 
sideration is  that  the  resistance  offered  to  the 
blowers  not  be  excessive. 

Overhead  Protection 

There  have  not  been  any  specifications  issued 
by  the  United  States  Government  up  to  this  time 
as  to  the  thickness  of  rock  that  should  be  left 
overhead  to  afford  protection  against  blast.  Ac- 
cordingly it  seems  advisable  to  follow  as  closely 
as  possible  the  Swedish  example  since  they  have 
had  so  much  more  experience  with  building 
these  shelters  and  appear  to  be  so  far  ahead  of 
us  in  this  as  in  many  other  areas. 

For  shelters  that  are  blasted  into  rock  hills, 
cliffs  or  bluffs,  it  appears  that  the  minimum 
thickness  of  rock  overhead  should  be  45  feet. 
This  assumes  a sound  rock  structure.  If  the  struc- 
ture of  the  rock  involves  faults  or  flaws,  a greater 
thickness  overhead  may  be  needed. 

Shelters  that  are  blasted  into  rocks  below  the 
regular  surface  of  the  ground  probably  would 
have  to  be  built  with  a lesser  rock  thickness 
overhead.  How  much  less,  however,  cannot  be 
stated  unless  very  careful  engineering  studies 
are  made  of  the  particular  rock  formation. 


1963  Chest  Disease  Essay  Award 

The  Council  on  Undergraduate  Medical  Education  of  the  American  College 
of  Chest  Physicians  offers  three  cash  awards  totaling  $1,000  for  the  best  con- 
tribution prepared  by  undergraduate  medical  students  on  any  phase  of  the 
diagnosis  or  treatment  of  chest  diseases  or  both. 

Manuscripts  must  be  submitted  to  the  American  College  of  Chest  Physicians, 
112  East  Chestnut  Street,  Chicago  11,  Illinois  by  April  1,  1963.  Additional  in- 
formation may  be  secured  by  writing  Mr.  Murray  Kornfeld,  Executive  Director 
of  the  American  College  of  Chest  Physicians. 
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ANNOUNCEMENT! 

We  are  pleased  and  proud  to  announce 

WHITE  ANGEL  HOSPITAL 

has  received  a 

HOSPITAL  LICENSE 

for  MEDICAL,  REHABILITATIVE  AND 
CONVALESCENT  CARE 


We  are  now  in  position  to  accept  many  patients  where  commercial  insurance 
provides  payments  of  benefits  for  those  entering  licensed  hospitals  which  do  not 
have  major  surgical  facilities. 

WE  DO  PROVIDE  laboratory,  x-ray  services,  physio-therapy  and  inhalation  therapy 
by  registered  technicians.  We  have  a Board  Radiologist  and  Board  Pathologist 
heading  our  X-Ray  and  Laboratory  Departments. 

Over  one  hundred  doctors  in  the  Valley  have  already  treated  patients  at  White 
Angel.  If  we  can  be  of  service  to  you,  please  call  us  for  additional  information. 


COST?  - A modest  $16.00  per  day  is  the  starting  rate. 


PEione  or  Write 

WHITE  ANGEL  HOSPITAL 

277-6651 


1845  East  Thomas  Road 
Phoenix,  Arizona 


WHHTE 


Hospital 
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“The  first  prescription  I ever  wrote 
was  for  ‘Empirin’  with  Codeine . . . 


and  it  is  still  my  stand-by 
for  pain  relief  today.” 


Picture  the  young  doctor  with  his  first  private  patient,  about  thirty-five 
years  ago.  This  is  the  moment,  after  years  of  study  and  guidance  in  class- 
room and  at  hospital  bedside,  when  he  assumes  the  full  weight  of  responsibility 
for  the  well-being  of  his  patient.  He  makes  his  diagnosis.  The  patient  is  in  con- 
siderable pain,  and  his  first  concern  is  to  relieve  this  discomfort.  He  writes  a 
prescription  for  a new  analgesic,  a convenient  drug  combination  that  he  believes 
will  be  of  help.  This  patient  (and  many  others  to  follow)  finds  gratifying  relief, 
and  the  physician  continues  to  rely  upon  this  medication  as  the  years  go  by. 

Could  this  have  been  you  in  the  1920’s?  That  was  when  ‘Empirin’  Compound 
with  Codeine  first  came  into  general  use  (although  plain  ‘Empirin’  Compound 
has  been  well-known  since  the  influenza  epidemic  of  1 9 1 8).  Satisfaction  through 
the  years  has  prompted  doctors  everywhere  to  depend  on  ‘Empirin’  with  Codeine 
for  relief  of  most  all  degrees  of  pain.  For  with  this  well-tolerated,  reliable  anal- 
gesic combination  you  can  be  sure  of  results,  and  feel  secure  in  the  fact  that  the 
liability  of  addiction  is  negligible. 

Please  accept  our  thanks  for  continuing  to  place  your  trust  in  a product  that  has 
been  used  more  widely  in  medicine  each  year  for  the  past  four  decades. 


‘EMPIRIN’  COMPOUND  with  CODEINE  PHOSPHATE* 


Acetophenetidin,  gr.  2 Vi 
Acetylsalicylic  Acid,  gr.  3 Vi 
Caffeine,  gr.  Vi 


Remember  there  are  now 
four  strengths  available . . . 

*Waming  — May  be  habit-forming. 
Subject  to  Federal  Narcotic  Regulations. 


No.  1 — gr.  Vs 
No.  2 — gr.  Vi 
No.  3 — gr.  Vi 
No.  4 — gr.  1 


JZi  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Analyze  it ... 


Anyone  who  has  ever  taken  a manual  blood  cell  count  knows  how  tedious  it  can  be.  And  of 
course  tedium  breeds  errors.  Now,  the  Sanborn-Frommer  Cell  Counter  makes  blood  analysis 
extremely  simple  — pour  the  sample,  press  the  lever  and  within  25  seconds  you  can  read 
the  cell  count  directly  on  the  panel  meter. 

Accurate,  fast  counting  of  red  and  white  cells  is  made  possible  by  the  unique  optical-elec- 
tronic design  of  this  new,  economically-priced  Sanborn  instrument.  Approximately  50  times 
the  usual  number  of  cells  are  sampled,  greatly  reducing  the  statistical  error. 

Hematology  is  a relatively  new  field  for  Sanborn  instrumentation,  but  we  are  serving  it  with 
the  same  skills  that  are  applied  in  the  manufacture  of  electrocardiographs:  the  2-speed 
Model  100  Viso  Cardiette  ...  its  mobile  counterpart  the  Model  100M  Mobile  Viso  . . . and  the 
compact,  fully  portable,  18-pound 
Model  300  Visette.  These  and  all  other 
Sanborn  clinical,  research  and  moni- 
toring instruments  are  designed  to  de- 
pendably provide  needed  information 
in  its  most  usable  form. 


on  a Sanborn 8 cell  counter 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54,  Mass. 


Phoenix  Resident  Representative  8341  N.  7th  St.,  943-6917 
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m Supportive  therapy 
m for  the  aged  and  debilitated 

m Physiotonic  benefits 
I with  new  oral  anabolic 

fWINSTROl : 

brand  of  STANOZOLOL 


ir»f ■;  ■ 


(ed  improvement  in  appetite  / Measurable  weight  gain  / Notable  increase  in  vigor,  strength  and  sense  of  well-being 


anabolic  Winstrol  combines  highest  potency*  with  outstanding 
ance  in  an  economical  oral  tablet.  Employed  adjunctively,  its 
iotonic  benefits  are  evident  in  the  management  of  a variety  of 
nts:  the  geriatric;  the  post  operative;  the  weak;  the  debilitated 
chronic  or  malignant  disorders.  Winstrol  reverses  tissue-depleting 
asses,  restores  a positive  metabolic  balance,  rebuilds  body  tissue 
: it  builds  strength,  builds  confidence  and  restores  a sense  of 
being. 


Usual  Adult  Dose:  I tablet  t.i.d.  Before  prescribing,  consult  literature  for  addi- 
tional dosage  information,  possible  side  effects  and  contraindications 
Supplied:  2 mg.  tablets.  Bottles  of  100. 


With  Winstrol,  patients  look  better. ..  feel  stronger - 


because  they  are  stronger! 


WINTHROP  LABORATORIES,  NEW  YORK  18,  N.  Y. 


Whatever  happened 
to  handkerchiefs? 


Remember  when  handkerchiefs  were  used  for  stuffy  or  runny  noses?  That 
was  before  Naldecon.  Naldecon  lets  your  head-cold  patient  breathe  the  way 
he  should.  Through  the  nose.  Honest  relief  that  lasts  up  to  8 hours  with  one 
sustained-action  tablet.  (When  you  need  it,  even  half  a tablet  retains  the 
sustained-action  feature.)  The  counterbalance  between  two  antihistamines 
and  tivo  decongestants"  usually  gives  excellent  results— seldom  causes  over- 
stimulation  or  sedation.  Keep  handkerchiefs 
for  showing.  Prescribe  Naldecon. 

"Each  tablet  contains  phenylephrine  HC1  10  mg., 
phenylpropanolamine  HC1  40mg.,phenyltoloxamine 
citrate  15  mg.,  chlorpheniramine  maleate  5 mg.— 
half  in  the  outer  layer,  half  in  the  sustained- 
action  core.  Each  teaspoonful  (5  cc.)  of  Naldecon 
Syrup  contains  the  equivalent  of  one-half  tablet. 


NALDECON 

long-acting  nasal  decongestant/ 
antihistamine 


NS 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
Syracuse,  New  York 


Nutritional  supplementation  is  basic  to  postoperative  care. 
Therapeutic  allowances  of  B and  C vitamins  help  meet 
increased  metabolic  requirements  and  compensate  for 
stress  depletion.  STRESSCAPS  can  set  the  patient  on  a 
more  favorable  course  and  contribute  to  full  recovery. 
Packaged  in  decorative  “reminder”  jars  of  30  and  100. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


When 

severe  pain  accompanies 


skeletal  muscle  spasm 
ease  both  ‘pain  & spasm’ 


Robaxin®  with  Aspirin 


A dual-acting  skeletal  muscle  relaxant-analgesic,  combining  the  clinically 
proven  relaxant  action  of  ROBAXIN  with  the  time-tested  pain  relieving 
action  of  aspirin. 

Each  Robaxisal Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetvlsalicvlic  acid  (5gr.) 325  mg. 

U.S.  Pat.  No.  2770649 

Supply:  Bottles  of  100  and  500  pink-and-white  laminated  tablets. 

Or  Robaxisal®-PH  (Robaxin  with  Phenaphen®) — when  anxiety  is 
associated  with  painful  skeletal  muscle  spasm. 

Each  Robaxisal-PH  Tablet  contains: 

Robaxin  (methocarbamol  Robins)  400  mg.  Acetylsalicylic  acid 81  mg. 

Phenacetin  97  mg.  Hyoscyamine  sulfate  0.016mg.  Phenobarbital  (l/&  gr.)  8.1mg. 
Supply:  Bottles  of  100  and  500  green-and-white  laminated  tablets. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  with  integrity . . . seeking  tomorrow’ s with  persistence. 


"relief  of  symptoms  is  striking  with  Rautrax-N”* 


Rautrax-N  decreases  blood  pressure  for  almost 
all  patients  with  mild,  moderate  or  severe 
essential  hypertension.  Rautrax-N  also  offers  a 
new  sense  of  relaxation  and  well-being  in  hyper- 
tension complicated  by  anxiety  and  tension.  And 
in  essential  hypertension  with  edema  and/or  con- 
gestive heart  failure,  Rautrax-N  achieves  diure- 
sis of  sodium  and  chloride  with  minimal  effects 
on  potassium  and  other  electrolytes. 

Rautrax-N  combines  Raudixin  (antihyperten- 
sive-tranquilizer) with  Naturetin  c K (anti- 
hypertensive-diuretic)  for  greater  antihyper- 


tensive effect  and  greater  effectiveness  in  relief 
of  hypertensive  symptoms  than  produced  by  ei- 
ther component  alone.  Rautrax-N  is  also  flexi- 
ble (may  be  prescribed  in  place  of  Raudixin  or 
Naturetin  c K)  and  economical  (only  1 or  2 
tablets  for  maintenance  in  most  patients). 

Supply:  Rautrax-N  -capsule-shaped  tablets  provid- 
ing 50  mg.  Raudixin,  4 mg.  Naturetin  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — capsule- 
shaped tablets  providing  50  mg.  Raudixin,  2 mg. 
Naturetin  and  400  mg.  potassium  chloride. 

tHutchison  J.  C.:  Current  Therap.  Res.  2:487  (Oct.)  1960. 


For  full  information,  see  your  Squibb  Product  Reference  or  Product  Brief. 


Rautrax-N' 

Squibb  Standardized  Rauwolfia  Serpentina  Whole  Root  (Raudixin) 
and  Bendroflumethiazide  (*Naturetin)  with  Potassium  Chloride 


Squibb 


Squibb  Quality  — 
the  Priceless  Ingredient 

SQUIBB  DIVISION  Glin 


'RAUDIXIN ' ® , 'RAUTRAX'®,  AND'  NATURETIN'®  ARE  SQUIBB  TRADEMARKS. 


28A 


Arizona  Medicine 


THE  DOUBLE  PURPOSE  LAXATIVE 
THAT  RELIEVES 

CONSTIPATION -ACID  INDIGESTION 


BOTTLES  OF 
4 OZ„  8 OZ., 

1 PT.,  1 QT. 


Antacid— Laxative— Lubricant 
to  help  correct  constipation 


Magnesium  Hydroxide  plus  pure  mineral  oil  make  Haley’s  M-0  a smooth 
working  antacid-laxative -lubricant  that  efficaciously  relieves  constipation 
and  attendant  gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  subdivided  to  assure  uni- 
form distribution  and  thorough  mixture  with  intestinal  contents.  Oil  leak- 
age is  thus  avoided  and  a comfortable  evacuation  is  effected  through  the 
stimulation  of  normal  intestinal  rhythm  and  blunted  defecation  reflex. 

May  we  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO. 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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provides  fast  and 
long-lasting  cough  control 


relieves  cough  in  15-20  minutes  • 
lasts  6 hours  or  longer  • promotes 
expectoration  and  decongestion  of 
air  passages  • rarely  constipates 
• agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine  Syrup 
contains: 

Hycodan® 6.5  mg. 

Dihydrocodeinone  Bitartrate 5 mg. 

(Warning:  May-be  habit-forming) 

Homatropine  Methylbromide  ...1.5 mg. 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals 
and  at  bedtime.  May  be  habit-forming.  On  oral 
prescription  where  state  laws  permit.  U.S.  Pat. 
2,630,400. 

Literature  on  request 


ENDO  LABORATORIES 
Richmond  Hill  18,  New  York 


Editorials 


The  Accident-Prone  Child 

THERE  are  conditions  in  which  any  child  may 
be  accident-prone.  Excitement  without  op- 
portunity for  discharge  is  the  common  factor. 

At  a school  game  most  of  the  youngsters  are 
spectators.  They  are  stimulated  by  the  game 
itself;  more  so  by  imagining  their  own  heroic 
participation. 

When  the  game  is  over  they  take  with  them  a 
pressure  to  exhibit  reckless  and  aggressive  be- 
havior. (Witness  the  accidents  on  the  highway 
from  the  Nogales  bull  fights! ) 

The  pressure  is  not  simply  commensurate  with 
the  adrenalin  in  the  blood.  It  is  interrelated  with 
complex  and  powerful  and  sometimes  destruc- 
tive forces  in  the  mind  of  the  child.  The  acci- 
dent-prone child  is  not  just  clumsy! 

Accidents  are  as  often  unconsciously  con- 
trived as  are  psychogenic  illnesses.  The  causative 


and  contributing  elements  comprise  the  spec- 
trum of  neurotic  mechanisms  in  general. 

Physical  pain  is  simply  easier  to  tolerate  than 
mental  pain.  An  individual  in  anguish  will 
sometimes  bite  the  flesh  on  the  back  of  his 
hand.  When  mortified,  the  child  will  hit  some- 
thing with  his  fist  or  hurtfully  kick  a hard,  re- 
sistant object.  It  is  as  if  he  will  divert  the  pain 
to  a peripheral  and  more  manageable  site. 

Physical  pain  also  solicits  from  the  environ- 
ment many  compensations  which  are  denied  in 
mental  suffering.  The  injured  gets  care;  and  he 
can  ask  for  all  the  tokens  of  love  and  forgive- 
ness which  he  may  have  been  desperately  need- 
ing. 

The  disabled  person  has  an  opportunity  and 
a face-saving  excuse  to  withdraw  from  compe- 
titions in  which  he  was  already  beginning  to 
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fail.  An  incompetent  workman,  about  to  be 
fired,  angry  and  resentful,  will  welcome  an  ac- 
cident or  ‘inadvertently”  expose  himself  to  an 
injury,  and  then  embrace  bis  disability  like  a 
long-lost  friend.  And  he  will  fight  us  when  we 
try  to  take  it  away  from  him. 

The  price  tag  on  one’s  body  image  deter- 
mines to  a very  important  extent  the  attention 
he  will  pay  to  his  own  safety.  Body  image  is  a 
small  statue  of  one’s  self  deep  in  the  mind.  It 
is  molded  originally  by  the  approving  and  dis- 
approving attitudes  of  the  parents;  later  and  to 
a limited  extent  by  one’s  own  experience.  It  is 
how  one  views  and  values  one’s  self,  the  self 
that  is  seen  in  the  mirror. 

The  ugly  child,  or  one  who  has  been  made  to 
feel  ugly,  will  subject  his  unwanted  body  to 
danger  and  to  punishing  pain.  If  thine  eye  of- 
fend thee,  pluck  it  out.  A girl  with  a congenital- 
ly deformed  hand  used  to  shove  it  into  the 
blades  of  an  electric  fan. 

THE  child  who  has  been  shamed  in  the  class- 
room had  better  be  reassured  before  he  leaves. 
Angry  at  himself  and  the  world,  he  may  stride 
right  into  the  crosswalk,  muttering  to  himself, 
“I  wish  I were  dead.’’  He  may  be  not  just  inat- 
tentive but  almost  combative  toward  the  on- 
coming traffic. 

At  the  infrared  end  of  the  neurotic  spectrum 
are  the  uninhibited.  Ultraviolet  are  the  too  in- 
hibited. The  moth  whose  inhibitions  are  weak 
will  fly  right  into  the  flame.  The  moth  who  is 
too  inhibited  will  stay  out  there  and  freeze  to 
death. 

The  uninhibited  are  the  impulse-ridden  crea- 
tures. They  “act  out”  their  inner  conflicts.  They 
are  not  thinking  in  and  about  the  present  en- 
vironment. They  are  reminded  of  some  earlier 
guilty  or  hurtful  situation.  They  react  to  present 
persons  as  surrogates  or  symbols  from  the  past 
and  try  to  manipulate  them.  Literally  thought- 
less, they  are  likely  to  hurt  others  as  well  as 
themselves. 

Take,  for  example,  a boy  who  was  almost  sis- 
sifiecl  by  too  much  attention  from  mother  and 
from  older  sisters.  When  he  gets  onto  the  play- 
ground (or  later  in  traffic)  he  may  overcom- 
pensate by  being  heedlessly  rough  and  assertive. 
Because  he  is  overcompensating,  urgently  prov- 


ing something  to  himself,  he  will  treat  other 
children  not  as  persons  but  as  objects,  toys  to 
be  knocked  out  of  the  way. 

The  uninhibited,  these  people  whose  world  is 
a duplicate  of  their  nursery,  are  the  disaster- 
prone.  They  view  fate  as  they  did  their  parents. 
They  provoke  fate  and  then  feel  victimized. 
They  engage  in  an  endless  struggle  to  relive  the 
past  and  come  to  different  terms  with  it.  It  is 
as  if  they  could  somehow  immunize  themselves. 
or  “callous”  the  first  hurt  by  its  very  repetition. 

A HIGH  school  girl  who  was  originally  molested 
at  home  will  seem  angrily  to  invite  promis- 
cuous and  loveless  petting.  She  will  put  a hun- 
dred similar  but  less  traumatic  experiences  be- 
tween herself  and  the  intolerable  memory. 

She  will  think  of  her  body  as  defiled.  She  will 
not  take  good  care  of  it.  She  may  cover  it  or  try 
to  conceal  it  with  layers  of  fat  or  layers  of 
make-up.  There  may  be  slash  marks  on  her 
wrist.  Or  she  may  “arrange”  a mutilating  acci- 
dent or  a hysterectomy. 

The  so-called  need  of  punishment  is  really  a 
drive  to  externalize  and  thereby  make  punish- 
ment bearable.  It  is  no  “accident”  that  the  neu- 
rotic criminal  leaves  a trail  of  clues  toward  his 
apprehension. 

Accident-proneness  in  the  too-inhibited,  in 
people  who  internalize  their  conflicts,  is  more 
difficult  to  describe  and  more  often  overlooked. 

They  do  not  “arrange”  accidents  but  they  fail 
to  avoid  them.  Their  immobility  is  almost  an  in- 
vitation, a magnet  to  the  passing  accident.  They 
feel  that  they  deserve  the  calamities  which  be- 
fall them.  They  do  not  have  a superego  permis- 
sion to  defend  themselves  or  to  fight  back 
against  fate. 

A child’s  overt  transgressions  are  usually  pun- 
ished. But  sufficient  to  the  child’s  day  is  the  evil 
thereof.  The  punishment  clears  the  air  and  the 
child  is  reinstated  in  the  good  graces  of  his  par- 
ents (and  fate).  He  is  welcome  again  in  the 
world. 

As  he  gets  older  and  more  complicated,  he 
has  secret  guilts  and  guilty  secrets,  especially 
from  himself.  They  carry  over  from  yesterday 
and  accumulate.  And  so  does  the  expectation 
of  punishment.  It  is  a murky  atmosphere  in  the 
child's  mind. 

After  a while  it  would  be  a relief  to  get  the 
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punishment  and  have  it  over  with. 

He  is  in  a condition  of  readiness  for  an  acci- 
dent. He  may  not  act  out  in  provocative  be- 
havior as  did  the  uninhibited  character.  But  he 
may  interpret  a painful  injury  as  punishment. 
And  he  will  then  be  gratified  by  his  sense  of 
relief  and  reinstatement.  Now  that  he  has  suf- 
fered he  is  free  to  enjoy  himself  and  to  take 
back  his  place  in  the  group. 

If  the  individual’s  guilt  is  very  intense  he 
may,  by  accident  after  accident,  unconsciously 
pay  his  debt  of  punishment  on  the  installment 
plan. 

By  his  rationalizations  the  accident-prone  per- 
son can  sometimes  be  identified.  He  must  con- 
vince himself  that  he  did  not  contrive  the  acci- 
dent or  that  he  is  not  unconsciously  exploiting 
his  disability.  He  will  explain  it  too  circum- 
stantially, too  excitedly,  hiding  the  real  event 
behind  a screen  of  details.  He  will  re-enact  it 
too  graphically,  betraying  that  it  is  overvalued 
to  him. 


WITH  his  required  detachment  he  will  refer  to 
an  injured  member  in  the  third  person:  “Doc- 
tor, the  leg,  it  feels  like  it  doesn't  want  to  move.” 
Or,  soliciting  sympathy,  in  the  second  person: 
“Doctor,  your  leg  hurts  like .” 

Again,  avoiding  reality,  he  will  not  tell  us 
what  his  injury  is  (“my  leg  hurts”,)  but  what  it 
is  like.  “Doctor,  it  is  like  ten  thousand  needles; 
it  is  like  a red  hot  poker  being  shoved  in  there.” 
The  metaphors  are  sometimes  fantastic. 

The  accident-prone  person  finds  it  more  than 
normally  urgent  to  blame.  He  blames  other  per- 
sons, inanimate  objects,  even  fate.  Denying  his 
own  responsibility,  he  must  divert  our  atten- 
tion and  his  own  by  lashing  out. 

Other  clues  to  accident-proneness  can  some- 
times be  found  in  the  individual’s  way  of  ex- 
pressing himself.  His  statements  are  imperative, 
irrational,  wish-directed.  He  says:  “The  gun  is 
in  the  house,  therefore  it  must  be  empty.”  And 
another  fatal  accident  is  recorded.  “I  just  know 
the  light  will  turn  green.” 

Or  he  expresses  his  infantile  self  in  universals: 
“Nobody  believes  me.  Everybody  has  always 
blamed  me.” 


The  accident-prone  individual  will  selectively 
remember  and  recount  only  the  reverses  and 
catastrophies  of  his  life.  In  their  continuity  or 
recurrence  (the  repetition  compulsion)  the  in- 
ference of  a transaction  and  of  his  participation 
will  be  unavoidable. 


THE  history  of  any  suicide  attempt  or  gesture 
is  significant.  It  is  a warning  that  a part  of  the 
body  has  been  made  a scapegoat  for  punish- 
ment, an  expendable  offering  to  fate,  a coin 
with  which  to  purchase  unearned  care. 

The  child  can  be  taught  not  to  be  accident- 
prone.  He  can  seek  attention  or  forgiveness,  not 
through  illness  and  injury,  but  by  acknowledged 
excellence  or  by  wisely  offered  opportunities 
for  atonement  and  restitution.  He  can  learn  to 
approach  with  new  capabilities  each  new  situ- 
ation, instead  of  reliving  the  old  situations  which 
they  resemble.  Fate  will  not  always  be  an  angry 
parent  with  a whip.  By  taking  on  new  respon- 
sibilities the  child  can  outgrow  his  sense  of  help- 
lessness. He  can  be  encouraged  to  view  his  body 
image  as  improving  and  not  something  fixedly 
undeserving  of  good  treatment. 

The  sometimes  terrible  workings  of  the  un- 
conscious are  terrible  only  because  they  go  on 
in  the  dark  of  a cruel  ignorance.  This  is  not 
necessary.  The  lives  of  some  children  will  be 
saved  — and  will  seem  to  them  worth  saving  — 
when  our  beginning  knowledge  of  these  matters 
is  shared  with  them. 

The  troubled  child  tugs  at  the  skirts  of  mis- 
fortune. 


William  B.  McGrath,  M.D. 
Assistant  Editor 
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The  Stud  Gun 


FOR  those  of  you  who  think  of  a stud  in  terms 
or  horses,  there  is  another  kind.  It  is  a bullet- 
shaped piece  of  hardened  steel  with  threads  on 

one  end  and  designed  to 
be  shot  into  wood  or 
concrete  with  a powder 
charge.  These  powder- 
actuated  tools  are  being 
used  increasingly  in  the 
construction  industry 
and  reports  of  injury 
from  such  devices  are 
beginning  to  appear  in 
the  medical  literature. 

In  the  November  15, 
1962  issue  of  the  “New 
England  Journal  of 
Medicine,”  an  article  by 
two  New  York  physi- 
cians, Dr.  Mage  and  Dr.  Sze,  reported  two  cases 
of  injury  by  stray  studs  from  these  tools. 

One  victim  was  a bank  clerk  working  near 
the  window  at  his  desk  on  the  eleventh  floor  of 
an  office  building.  He  felt  a sudden  piercing 
pain  in  his  chest  and  collapsed.  It  was  apparent 
that  he  had  been  shot  because  of  a bullet  wound 
of  his  left  arm  and  chest,  but  no  sound  of  a shot 
had  been  heard  and  no  source  of  the  shooting 
could  be  explained. 

X-ray  revealed  a bullet-shaped  body  in  the 
left  anterior  chest.  A ballistics  expert  from  the 
police  department  noticed  threads  in  the  X-ray 
picture  of  this  foreign  body  and  identified  the 
slug  as  a construction  stud.  It  later  was  proved 
to  have  come  from  a construction  project  on  the 
street  opposite  to  the  one  in  which  the  clerk 
was  working. 

The  second  case  was  a laborer  who  was 
struck  in  the  abdomen  by  a stud  which  had 
passed  completely  through  a plaster  and  gyp- 
sum block  wall  and  traveled  over  six  yards  in 
air.  He  sustained  six  perforations  of  the  small 
bowel  and  two  in  the  caecum. 

An  effort  was  made  to  determine  if  similar 
misadventures  had  been  experienced  in  Arizo- 
na. None  were  recalled  by  the  physicians  of  the 


ton  tool  that  shoots  studs 
into  masonry,  concrete  or 
steel. 


Industrial  Commission.  However,  it  behooves 
us  in  our  safety  program  to  warn  those  using 
such  powder-actuated  tools  of  their  dangers  and 
point  out  experiences  elsewhere. 

A New  York  City  ballistics  expert  has  report- 
ed six  additional  deaths  clinically  unreported 
from  these  industrial  tools  in  which  wounds 
were  sustained  in  the  head,  thorax,  and  abdo- 
men. The  authors  also  have  found  18  accidents 
from  these  missiles  in  two  reports  from  foreign 
sources. 

It  would  seem  appropriate,  as  suggested  in 
the  article,  to  report  extensively  all  injuries  from 
powder-actuated  tools  and  adopt  a uniform 
standard  safety  code  as  proposed  by  the  Pow- 
der-Actuated Tool  Manufacturer’s  Institute. 

Another  thing  we  definitely  need  if  we  are 


to  progress  in  safety  training  and  accident  pre- 
vention is  the  keeping  of  accurate  statistics  by 
the  Industrial  Commission  which  would  cate- 
gorize the  types  and  causes  of  injuries  in  addi- 
tion to  the  anatomical  site  involved. 

For  example,  the  Commission  could  not  tell 
you  how  many  cases  of  organic  phosphate  ester 
insecticide  poisoning  it  processed  last  year  with- 
out going  through  the  complete  file  on  “Indus- 
trial Medicine”  and 
picking  them  out  one 
by  one;  a most  diffi- 
cult and  time  con- 
suming task. 

Paul  B.  Jarrett,  M.D. 
Guest  Editor 
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An  Investment  in  the  Future 

MERICAN  Medical  Assosciation-Education 
and  Research  Foundation  (AMA-ERF)  is 
moving  ahead  with  a student  loan  program  that 
has  its  target  set  squarely  in  the  long-term  fu- 
ture, the  future  of  American  medicine.  Its  ob- 
jective is  to  insure  the  quality  of  medical  care 
for  coming  generations. 

We  know  of  few  programs  in  which  a com- 
paratively small  contribution  can  promote  the 
future  welfare  of  so  many  Americans.  A gift  of 
$100  to  the  AMA-ERF  Student  Loan  Fund  will 
generate  a bank  loan  of  $1,250  . . . enough  to 
finance  a medical  student  s training  for  half  a 
year. 

And  the  power  of  that  $100  donation  does  not 
end  there.  When  the  medical  student  completes 
his  training,  he  will  repay  his  debt.  The  $100 
will  then  return  to  the  fund,  where  it  can  be 
available  to  help  finance  a medical  education 
for  another  student. 

Think  of  what  a contribution  of  $1,000  could 
do  if  donated  now.  It  could  provide  the  finan- 
cial aid  to  produce  a new  physician  in  1970,  an- 
other in  1977,  in  1984,  again  in  1991  and  in 
1998.  And  the  $1,000  would  still  be  in  the  fund, 
ready  to  serve  the  cause  of  medicine  again  and 
again. 

Physicians  throughout  the  nation  are  being 
asked  to  contribute  to  this  fund,  which  is  now 
committed  by  loans  made  last  year.  Once  again, 
Merck  Sharp  & Dohme  has  pledged  $100,000  to 
be  matched  by  individual  physician’s  donations. 
We  urge  you  to  do  your  share. 

It  is  difficult  to  imagine  a better  way  of  put- 
ting dollars  to  work  for  the  future  of  medicine. 

Letters  to  the  Editor 

ETTERS  to  the  Editor  are  welcomed  and 
will  be  published,  as  space  permits,  in  our 
“Correspondence”  section.  This  is  your  space. 
Its  primary  purpose  is  to  give  you  a public 
place  to  express  your  opinion. 

We  would  like  to  have  more  letters  from  read- 
ers who  have  something  to  say  and  who  are 
willing  to  say  it  straightforwardly  and  openly. 

The  Editors  necessarily  reserve  the  right  to 
edit  all  material  submitted  for  publication,  in- 
cluding letters. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 
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An  Extra  $2,700.00  Just  For  You! 

Doctor,  the  difference  between  a good  year  and  a bad  year  1 
could  be  $2700.00.  Each  year  from  now  on  we  can  guarantee 
you  that  $2700.00.  More  about  that  in  a minute. 

If  you  went  to  Goldwaters  or  Diamonds  and  ask  them  what 
their  losses  are,  they  would  figure  their  total  sales  less  their 
cash  customers  and  base  their  anual  loss  on  just  the  total 
of  their  credit  accounts.  This  is  just  plain  good  business.  Your 
losses  should  be  calculated  the  same  way.  Deduct  from  your 
total  practice  those  accounts  that  are  paid  by  insurance  and 
industrial,  your  so-called  “cash”  customers  and  then  compute 
your  losses  on  the  total  of  the  accounts  to  which  you  have 
extended  credit.  This  loss  figure  will  vary  from  doctor  to  doc- 
tor since  insurance  will  pay  a bigger  proportion  of  a surgeon’s 
practice  than  an  allergist’s  or  internal  medicine  specialist. 
Accounts  you  should  refer  to  M & D for  Budget  Plan  financing 
are  those  of  unknown  quality  . . . the  ones  you  know  won’t 
be  “cash  or  paid  by  insurance  or  industrial.  Make  it  known 
to  your  patients  that  you  offer  a Budget  Plan  for  Health  by 
displaying  your  Membership  Plaque  and  refer  them  to  us  with 
an  Introduction  Card.  You  will  realize  immediately  the  full 
amount  of  the  bill  less  the  small  10%  service  fee  and  with- 
out recourse. 


1 To  get  back  to  that  $2,700.00  a year  ...  if  you  refer  just  1 
$250  account  per  month  to  us,  at  the  end  of  one  year  you 
would  be  sure  of  having  an  additional  $2,700.00  which  might 
make  the  difference  between  a successful  or  an  unsuccessful 
| year. 

Remember,  Doctor,  a paid  patient  is  a satisfied  patient  and 
your  best  practice  builder. 


First-  Street-  at  Willetta  • Phoenix  • 258-7755 

31  North  Tucson  Boulevard  • Tucson  • MA  3-9421 

456  North  Country  Club  Drive  • Mesa  • WO  4-5668  I 
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The  muscle  relaxant  with  an  independent  pain-relieving  action 


( carisoprodol,  Wallace) 

\^/® Wallace  Laboratories,  Cranbury,  New  Jersey 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 

YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity : with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  IS,  April  30,  1960.) 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D, 


Carroll  C.  Creighton,  M.D. 

1903-1962 


In  Memoriam 


FLAGSTAFF'S  Dr.  Carroll  Clark  Creighton  died  on  the  day  of  his  successful 
entry  into  politics.  His  death  came  suddenly  at  his  ranch  November  6,  1932, 
while  he  was  working  on  his  farm.  On  this  day  he  was  elected  to  the  Arizona 
State  House  of  Representatives. 

He  was  born  in  Phoenix,  September  19,  1903  and  was  the  son  of  a well- 
known  architect,  James  Miller  Creighton. 

He  attended  Occidental  College  in  Los  Angeles,  California,  spent  a year  at 
Stanford  University,  and  went  on  to  study  medicine  at  McGill  University  in 
Montreal,  Canada. 

Dr.  Creighton  came  to  Flagstaff  in  1934  where  he  practiced  until  1957.  He 
then  retired  to  tend  his  ranch  and  other  business  interests.  In  the  interim,  he 
saw  service  in  both  the  Italian  and  African  campaigns,  and  returned  to  Flagstaff 
in  1945  with  the  rank  of  major. 

During  his  years  in  this  community,  he  was  active  in  the  foundation  of  the 
Coconino  Country  Club.  He  was  an  ardent  golfer  and  flying  enthusiast. 

He  was  a close  friend  and  counselor  to  the  younger  physicians  of  his  com- 
munity. His  passing  will  sadden  many,  both  in  and  out  of  his  profession. 

Jay  L.  Sitterley,  M.D. 
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In  Memoriam 


George  W.  Purcell,  M.D. 

1893-1962 


OR.  George  W.  Purcell  died  October  17,  1962  following  a coronary  occlusion 
at  his  home  in  Tucson. 

He  was  born  in  Denver  December  30,  1893,  but  had  lived  in  Tucson  since  he 
was  two  years  old.  He  was  the  son  of  Dr.  Walter  B.  Purcell,  a well-known 
Tucson  surgeon  who  died  in  1910. 

Dr.  George  Purcell  was  a graduate  of  Jefferson  Medical  College,  Philadelphia, 
class  of  1916.  He  served  his  internship  at  the  Southern  Pacific  General  Hospi- 
tal, San  Francisco,  and  was  an  officer  in  the  Medical  Corps  during  World 
War  I. 

George  was  known  by  his  many  friends  and  colleagues  as  a man  with  a pleas- 
ant smile  and  one  who  enjoyed  a good  strong  laugh.  He  was  exceptionally  neat 
in  his  appearance,  manners  and  dress.  This  was  reflected  in  his  professional 
work. 

His  skill  as  a surgeon  was  well-known.  He  did  things  well  and  aspired  for 
perfection. 

He  retired  from  active  practice  in  1949.  His  death  came  suddenly  and  unex- 
pectedly, closing  a chapter  on  the  life  of  a unique  individual. 

He  is  survived  by  his  widow,  Martha  Purcell,  of  Tucson  and  his  sister,  Ethelyn 
Sellinger,  of  Sacramento,  California. 

W.  Stanley  Kitt,  M.D. 
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supervision  and  companionship 

are  an  integral  part  of  the  therapy  program  at  Camelback  Hospital. 
Whether  patients  prefer  restful  hobbies  such  as  TV  viewing, 
reading,  conversing  in  the  modern,  comfortable  rooms, 
or  enjoy  more  active  out-of-doors  recreation, 
highly-trained,  registered  nurses  are  always  nearby. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near 
picturesque  Camelback  Mountain,  the  hospital  is  dedicated 
exclusively  to  the  treatment  of  psychiatric  and  psychosomatic 
disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION 
OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATION 


UdmclDdCK  flUSpi 

5055  North  34th 
AMherst- 
PHOENIX,  AR 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYO 


Flavor  you  never  thought  you’d  get  from  any  filter  cigarette! 

You’ll  never  know  how  satisfying  filter  smoking  Dual  Filter  brings  out  the  best  taste  of  these  choice 

can  be  until  you  try  Tareytons.  Fine,  flavor-rich  tobaccos.  Sound  too  good  to  be  true?  Pick  up 

tobaccos  go  into  each  Tareyton.Then  the  famous  a pack  of  Tareytons  today  and  see  for  yourself. 
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WHAT  IS  SO  IMPORTANT  ABOUT  THE  MOOD- 
ELEVATING  EFFECT  OF  DEXAMYL®  IN  OVERWEIGHT? 


"It  is  not  unusual 

low,  irritable, 

* 

three  weeks." 
'Dexamyl' 
a feeling 


being,  and,  most  important,  confidence 
can  lose  weight  after  all!  In  addition 
effect,  one  'Dexamyl'  Spansule® 
lease  capsule  taken  in  the  morning 
curbs  appetite  all  day-both  at  and 


for  patients  on  a low-calorie  diet  to  feel 
and  tired  during  the  first  two  or 
In  contrast,  the  dieting  patient  on 
usually  gains  a brighter  outlook, 
of  energy  and  general  well- 
that  she  really 


to  its  mood 
sustained  re- 
ef fectively 
between  meals. 


*Matlin,  E.:  The  Obvious  in  Obesity,  Clin.  Med.  8:1071  (June)  1961. 


FORMULA:  Each  'DexamyF  Spansule  capsule  No.  2 
contains  15  mg.  of  Dexedrine®  (brand  of  dextro 
amphetamine  sulfate)  and  1%  gr.  of  amobarbital,  de- 
rivative of  barbituric  acid  [Warning,  may  be  habit 
forming].  Each  'Dexamyl'  Spansule  capsule  No.  1 con- 
tains 10  mg.  of  'Dexedrine'  (brand  of  dextro  ampheta- 
mine sulfate)  and  1 gr.  of  amobarbital  [Warning,  may 
be  habit  forming].  The  active  ingredients  of  the 
'Spansule'  capsule  are  so  prepared  that  a therapeutic 
dose  is  released  promptly  and  the  remaining  medi- 
cation, released  gradually  and  without  interruption, 
sustains  the  effect  for  10  to  12  hours. 

INDICATIONS:  (1)  For  control  of  appetite  in  over- 

Smith  Kline  & French  Laboratories 


weight;  (2)  for  mood  elevation  in  depressive  states. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  therapeutic 
effect. 

SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 

CAUTIONS:  Use  with  caution  in  patients  hypersensi- 
tive to  sympathomimetic  compounds  or  barbiturates 
and  in  coronary  or  cardiovascular  disease  or  severe 
hypertension. 

SUPPLIED:  Bottles  of  50  capsules. 

Prescribing  information  October  i962 
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Local  and  National  Effects  of 
Mass  Polio  Immunization  Programs 

FOLLOWING  are  a few  brief  comments  on 
the  effects  of  a mass  polio  immunization  pro- 
gram, utilizing  Sabin  oral  polio  vaccine,  started 
in  Maricopa  County,  improved  in  Pima  County, 
and  now  under  way  nation-wide. 

To  determine  the  extent  of  the  program  na- 
tionally, I started  a survey  of  all  50  states  and 
provinces  early  in  August,  1962.  I am  a little 
ashamed  to  report  that  18  states  failed  to  answer 
our  questionnaire,  including  several  where  we 
knew  large-scale  programs  were  underway. 

As  far  as  I can  determine,  approximately  40 
milion  doses  of  Sabin  oral  vaccine  have  been 
given  through  mass  programs,  and  probably  an- 
other 2.5  million  doses  by  private  physicians  or 
other  organizations. 

One  of  the  most  important  parts  of  our  pro- 
gram was  the  publicity  launched  before  the  pro- 
gram opened  and  that  continued  to  the  end.  As 
a rough  estimate,  we  figured  that  the  publicity 
we  received  was  worth  a third  of  a mililon  dol- 
lars. I am  sure  that  others  have  done  better, 
such  as  Tucson,  Omaha  and  Cleveland.  With 
these  other  programs,  this  would  amount  to 
over  $6  million  in  publicity  for  this  type  of  pro- 
gram. 

There  is  no  way  to  estimate  the  benefit  of  pub- 
lic relations  to  the  medical  societies  throughout 
the  country  that  this  program  has  developed. 
This  is  important,  but  more  so  is  the  effect  on 
your  practice  and  mine.  With  projects  such  as 
this  we  can  eliminate  polio. 

Maricopa  County  was  surveyed  by  the  Mari- 
copa County  Health  Department  in  1961  to  de- 
termine the  level  of  immunity.  As  you  know,  only 
60  per  cent  of  the  people  receiving  at  least  four 
Salk  immunizations  have  immunity  to  Type  3 
polio.  Applying  this  to  our  county,  we  estimated 
that  only  18  per  cent  of  the  lower  income 
group  and  27  per  cent  of  the  higher  income 
group  had  immunity  to  Type  3 polio. 

Salk  immunization  decreased  polio  in  the 
United  States  by  at  least  90  per  cent,  but  people 
have  failed  to  continue  the  booster  injections. 
The  American  Academy  of  Pediatrics  recom- 
mended boosters  every  two  years  for  a total  of 
16  years. 

Presented  at  the  10th  annual  meeting  of  the  American  Academy 
of  General  Practice,  October  12,  1962,  Tucson. 


Both  vaccines  were  developed  at  the  same 
time.  We  still  think  that  boosters  are  not  need- 
ed with  Sabin  oral  vaccine.  Consequently,  these 
programs  will  give  us  a way  to  eliminate  polio 
from  the  United  States. 

Before  the  Surgeon  General  got  into  the  act, 
almost  all  states  in  the  United  States  had  plans 
for  programs  similar  to  those  conducted  in  Mari- 
copa and  Pima  counties.  Now  things  are  slowing 
down. 

On  August  16  and  again  on  August  22  in  Chi- 
cago and  New  York,  meetings  were  held  by  the 
Surgeon  General’s  polio  advisory  committee.  It 
reviewed  cases  presented  to  it  by  various 
sources.  At  both  meetings  the  conclusions  were 
that  no  proven  cases  of  polio  had  resulted  from 
the  vaccine. 

The  Sabin  vaccine  is  here  to  stay.  The  question 
is  “to  three  or  not  to  three.”  It  (Type  3)  is  still 
being  manufactured.  The  USPH  recommends  giv- 
ing the  vaccine  only  to  babies  and  children.  The 
American  Academy  of  Pediatrics  recommends  not 
giving  it  to  anyone  until  further  study  has  been 
made.  What  was  once  controversial  is  now  con- 
fusing. 

In  Maricopa  County,  three  cases  were  re- 
ported as  polio  following  the  mass  program. 
Because  of  the  close  cooperation  between  the 
Maricopa  County  Health  Department  and  the 
Maricopa  County  Medical  Society’s  Polio  Com- 
mittee, we  were  able  to  go  to  work  immediately 
to  prove  or  disprove  these  diagnoses.  One  case 
turned  out  to  be  diabetic  polyneuritis,  the  other 
two  coxsackie. 

You  have  all  received  a paper  from  the  Sur- 
geon General.  He  concluded  11  cases  as  “com- 
patible with  vaccine-induced  disease  where 
those  cases  clinically  indistinguishable  from 
poliomyelitis  with  some  significant  residual 
paralysis  and  laboratory  studies  not  inconsistent 
with  the  possibility  of  vaccine  relationship.” 

I have  conferred  with  Dr.  Sabin  as  of  Monday 
of  this  week.  Not  one  case  of  viral  culture  from 
spinal  fluid  or  blood  has  been  positive  in  any 
of  the  reported  cases.  Stool  cultures  have  been 
positive  in  only  7 cases,  as  you  would  expect. 
If  they  were  not,  I would  question  that  the  per- 
son had  received  the  vaccine.  ( See  Dr.  Sabin's 
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article,  JAMA,  Vol.  183,  No.  4,  January  26,  1963). 

In  Canada  the  tour  clinical  cases  among  4 
million  that  received  Trivalent  vaccine  have 
yielded  viruses  which  are  attenuated  on  the 
basis  of  monkey  tests,  and  there  is  no  basis  for 
associating  the  viruses  that  were  recovered  with 
the  clinical  conditions  that  were  observed. 

If  I were  to  accept  the  five  cases  of  paralytic 
diseases  reported  in  the  United  States  after  vac- 
cination (which  I do  not),  this  would  amount 
to  only  one  reaction  in  8 million  doses  of  vac- 
cine given.  You  all  know  that  one  in  one  million 
smallpox  vaccinations  causes  death  and  one  in 
ten  thousand  causes  some  degree  of  permanent 
disability. 

With  the  possibility  of  completely  elimina- 
ting a disease  (as  minor  as  it  may  be)  from  the 


United  States,  we  feel  we  can  only  recommend 
that  programs  such  as  Arizona’s  continue 
throughout  this  country,  as  has  been  done  in 
the  rest  of  the  world  for  the  past  eight  years? 

Richard  B.  Johns,  M.D. 

Chairman  Polio  Vaccine  Committee 
Maricopa  County  Medical  Society 

( Since  this  report  in  October,  1962,  the  Sur- 
geon General  has  cleared  T ype  3 Sabin  oral  vac- 
cine for  nation-wide  use  and  programs  are  pro- 
ceeding across  the  nation.  For  a detailed  report 
of  the  immunization  programs  carried  out  in 
Maricopa  and  Pima  counties,  your  attention  is 
directed  to  the  article  jointly  authored  by  mem- 
bers of  the  polio  committees  of  these  two  coun- 
ties and  appearing  in  JAMA,  Vol.  183,  No.  3, 
January  19,  1963). 


Mission  to  Tanganyika 

An  Interview  with  Dr.  Edson  V.  Fuglestad 


MEDICINE  and  the  ways  of  the  medicine 
man  rank  among  the  deepest  ethnic  forma- 
tions of  a culture.  Primitives  can  be  reached  and 
influenced  through  the  “miracles”  of  medicine. 

It  is  100  years  since  Stanley,  under  great  hard- 
ship, penetrated  Tanganyika  and  found  Liv- 
ingstone. Six  years  later 
he  hurried  across  cen- 
tral Africa.  It  took  him 
999  days! 

It  is  about  120  years 
since  Liberia  became  a 
struggling  colony.  Slav- 
ery still  exists  in  Li- 
beria as  well  as  in  other 
parts  of  Africa.  Now 
events  in  Africa  are 
moving  so  fast  in  terms 
of  governments  and  the 
life  of  the  peoples  that  a book  written  ten  years 
ago  is  hardly  more  than  a source  of  passing  his- 
torical memoranda. 

Africa  is  rich  in  natural  resources.  It  could 
realize  great  world  opportunity  in  every  cultural 


field.  The  spark  of  inspiration  is  being  kindled 
by  Dr.  Edson  Euglestad  in  the  hearts  of  his  Af- 
rican friends.  Arizona  medical  men  wish  him 
great  success. 

Howell  Randolph,  M.D. 

[The  following  interview  with  Dr.  Fuglestad  by 
Dr.  Randolph  was  made  in  Phoenix  before  Dr. 
Fuglestad’ s departure  for  Tanganyika  where  he 
is  now  serving  as  a medical  missionary.  Ed.] 

Q.  — Doctor  Fuglestad,  the  fact  that  you  are 
going  on  this  mission  brings  to  mind  the  dra- 
matic tale  of  Dr.  David  Livingstone  as  he  was 
found  in  the  wilds  of  Africa.  Do  you  happen  to 
know  the  story  of  Stanley  and  Livingstone? 

A.  — Yes.  Dr.  Livingstone  was  an  M.D.  who 
felt  the  missionary  call  to  go  to  Africa  to  help 
the  natives.  When  he  arrived  he  found  that 
there  was  a very  active  slave  trade.  He  tried  to 
halt  this  in  some  particular  areas. 

He  landed  in  Zanzibar  which  is  approximate- 
ly 10  to  15  miles  off  the  coast  of  Tanganyika, 
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and  from  there  went  inland.  He  apparently 
traveled  north  toward  Kenya  to  the  Lake  Vic- 
toria area,  and  as  I recall,  he  was  the  first  to 
describe  Victoria  Falls.  Dr.  Livingstone’s  ob- 
jective in  discovering  the  headwaters  of  the  Nile 
was  not  accomplished  before  his  death.  His 
work  with  the  natives  was  medical  and  much 
more. 

Some  time  after  his  arrival,  contact  with  him 
was  lost  for  over  two  years.  Mr.  Stanley,  a news- 
paper correspondent  from  “The  New  York  Her- 
ald,” was  commissioned  in  1860  to  get  the  story. 
He  set  out  on  his  exploration  to  find  him,  and 
did  with  the  now  famous  statement,  “Doctor 
Livingstone,  I presume.” 

Q.  — / wonder  if  you  would  tell  us  about  the 
steps  you  went  through  in  deciding  to  take  your 
wife  and  four  children  into  the  heart  of  the  area 
where  Livingstone  lost  himself  and  was  found 
100  years  ago? 

A.  — I have  been  interested  since  my  college 
days  in  doing  foreign  medical  missionary  work, 
primarily  for  the  church.  Recently  the  opportun- 
ity came  for  me  to  go  for  these  two  years.  When 
we  were  newly  married  my  wife  was  a little 
opposed  to  going  to  Africa  or  to  any  foreign 
service.  But  in  recent  years  she  has  become  as 
anxious  as  I to  do  so. 

Africa  has  always  been  my  praticular  inter- 
est. It  is  a fascinating  country  and  now  it  is 
coming  to  the  fore  politically. 

When  the  opportunity  arose  recently,  I 
thought  we  should  not  go  now  because  of  all 
the  obligations  that  we  had  developed  and  be- 
cause the  smallest  children  are  under  the  age  of 
five.  I was  told  in  one  telephone  conversation 
that  they  had  no  one  who  could  go.  The  board 
had  contacted  several  doctors,  and  no  one  was 
willing  at  this  time  to  pick  up  and  leave. 

On  this  same  telephone  conversation  I planned 
on  telling  them  I couldn’t  go.  I ended  up  by  tell- 
ing them  that  I would  do  it,  because  they  ex- 
plained to  me  that  if  no  one  were  available  to 
fill  this  particular  position  they  would  have  to 
close  down  the  African  Medical  Assistant  Train- 
ing School,  and  the  work  of  22  years  would  be 
undone. 

Q.  — You  are  going  to  a big  city  in  Tangan- 
yika, are  you  not? 

A.  — No,  it  will  be  near  a large  city  within 
100  miles  of  Tanga,  which  is  a seaport  on  the 
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Indian  Ocean  and  is  within  20  miles  of  the 
smaller  town,  Lushota. 

Bambuli  where  I will  be  located  is  basically 
a hospital  surrounded  by  missionary  homes, 
then  by  a certain  number  of  native  homes.  They 
tell  me  there  are  about  15,000  natives  within 
the  immediate  vicinity  in  their  local  collection 
of  villages. 

The  mission  area  is  the  main  hospital  which 
draws  cases  from  quite  some  distances.  There 
are  other  small  hospitals  in  the  area.  This  one  of 
115  beds  seems  to  be  the  main  one. 

Q.  — Is  part  of  your  plan  in  going  to  Africa  to 
increase  your  surgical  experience? 

A.  — Originally  yes. 


A stimulating  and  yet  a sobering  interview  with 
one  of  our  Arizona  colleagues  who  is  giving  up 
two  years  of  his  social  and  professional  develop- 
ment in  this  country  to  move  himself,  his  wife, 
and  four  small  children  to  a remote  area  in  one 
of  the  newly  independent  African  nations,  Tan- 
ganyika, in  an  attempt  to  improve  medical  care 
and  to  train  natives  to  carry  on  after  his  de- 
parture. It  brings  to  sharp  focus  the  legion  op- 
portunities for  service  that  confront  the  physician, 
and  it  cannot  help  but  evoke  pride  in  our  chosen 
profession. 


Q.  — How  do  you  expect  to  be  received  by 
the  African  people  at  this  time? 

A.  — The  missionaries  through  the  past  few 
years  have  been  getting  along  very  well  with 
the  natives.  They  are  held  in  high  respect. 

Q.  — What  is  the  present  political  situation  in 
Tanganyika? 

A.  — Quite  peaceful.  They  are  independent 
as  of  December  9,  1961.  Prior  to  that  time  they 
spent  five  years  transferring  responsibilities  to 
the  natives,  and  during  this  entire  time  there 
was  no  major  upset  whatsoever. 

When  I originally  inquired  the  Mission  Board 
told  me  that  during  the  Congo  revolution  and 
the  Kenya  Man  Mau  uprising  they  had  no  re- 
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ports  from  the  missionaries  of  any  problems  in 
Tanganyika. 

Q.  — The  premier  of  Tanganyika  recently  re- 
signed. Do  you  know  what  significance  this 
might  have? 

A.  — Julius  Nyerere  and  his  very  good  friend 
Rashidi  Kawawa  took  over  as  premier.  I under- 
stand that  Nyerere  was  then  going  back  to  re- 
organize his  party.  So  I believe  he  still  has  some 
say,  although  Rashidi  Kawawa  is  now  taking 
over.  I don’t  know  the  specific  implications,  but 
apparently  there  is  no  great  change  in  policy. 

Q.  — Do  you  know  what  internal  police  pro- 
tection the  local  government  has? 

A.  — No,  I actually  do  not.  Apparently  there 
is  not  the  danger  that  we  have  even  in  more 
civilized  countries  although  there  is  much  steal- 
ing and  petty  things  that  go  on.  The  major 
crimes  are  actually  fairly  low. 

Q.  — How  many  doctors  will  be  working  with 
you  in  this  hospital? 

A.  — There  will  be  two  German  doctors,  one 
Norwegian  doctor,  and  myself. 

The  duties  will  be  somewhat  varied,  although 
my  primary  duty  in  the  hospital  will  be  teaching 
a class  every  morning  to  the  African  medical 
assistants.  I will  then  do  surgery  and  make 
teaching  rounds  in  the  afternoons. 

I am  hoping  that  I can  go  out  to  some  of  the 
outlying  dispensaries  in  the  bush  country  to  see 
how  they  operate,  too.  Periodically  one  of  the 
doctors  has  to  make  these  rounds. 

Q.  — What  unusual  diseases  do  you  expect  to 
encounter? 

A.  — Primarily  the  parasite  diseases  of  which 
we  have  very  little  in  this  country.  Malaria  will 
be  a problem,  although  in  the  altitudes  where 
we  will  be  located,  it  will  not  be  as  severe  as 
lower  down. 

Treponemiasis  is  seen.  Filariasis  or  elephan- 
tiasis is  a problem.  Schistosomiasis,  Bilharzia, 
the  blood  flukes,  are  prevalent.  The  venereal 
diseases  are  also  quite  common  in  the  African 
countries.  So  it  will  be  an  educational  program 
to  help  control  some  of  these  diseases. 

Q.  — Drug  therapy  of  the  parasitic  infesta- 
tions  is  limited? 

A.  — I am  going  to  have  to  do  a lot  of  study- 
ing before  I can  answer  accurately,  but  some  of 
the  amebiasis  can  be  treated  to  an  extent.  Ma- 
laria can  be  prevented  and  actually  treated 
though  it  is  subject  to  recur  at  times. 


The  big  problem  in  Africa  is  public  health.  It 
has  been  and  will  be  for  years.  And  the  most 
discouraging  thing,  from  what  I hear,  is  trying 
to  teach  the  people  some  public  health  and  ac- 
tually prevent  some  of  these  diseases. 

We  are  going  to  be  among  the  Masai  people 
in  Tanganyika.  In  years  gone  by  these  people 
were  quite  a highly  respected  people.  They  were 
very  warlike  and  a powerful  nation.  They  are 
now  considered  very  intelligent,  quite  a people 
in  their  own  right.  They  run  their  own  herds  of 
cattle.  Apparently  they  are  vegetarians  though 
they  bleed  their  cattle  periodically  and  drink 
the  blood  for  its  nutritional  and  protein  content. 

In  the  northern  part  of  Tanganyika  these  peo- 
ple have  their  own  coffee  and  sisal  plantations, 
and  evidently  do  a very  competent  business. 
Many  of  them  can  read  and  write.  In  fact  the 
African  medical  assistants  all  speak  English,  and 
my  teaching  will  be  in  English  to  them  by  their 
request. 

Q.  — You  said  something  about  bananas? 

A.  — Oh,  yes!  One  of  the  popular  staples  in 
Tanganyika  is  bananas,  and  I am  told  there  are 
thirty-six  varieties.  They  do  everything  from 
boil  to  bake  to  broil  and  even  make  their  own 
home  brew  from  bananas,  so  it  is  a very  popu- 
ular  food  from  many  standpoints.  The  mission- 
aries who  have  returned  state  that  once  you 
eat  tree  ripened  bananas  you  think  the  others 
are  quite  tasteless. 

Q.  — Have  you  been  giving  your  four  boys 
bananas  to  get  them  used  to  the  change  in 
dietary? 

A.  — We  can  hardly  keep  them  in  bananas. 
They  love  bananas  so  we  will  get  along  fine. 
The  youngest  son  will  be  about  two  years  old 
when  we  get  there.  The  children’s  ages  run  from 
7,  6,  4,  to  2 years. 

The  two  oldest  will  be  of  school  age,  of 
course,  shortly  after  we  get  there.  As  we  are  ar- 
riving about  the  time  school  starts  my  wife  and 
I are  prepared  to  teach  them  at  home  using  the 
Calvert  Home  Study  Method  out  of  Baltimore, 
rather  than  send  them  away  in  this  big  strange 
country  immediately  after  arrival.  The  Calvert 
Method  is  used  world-wide.  It  is  very  well  rec- 
ognized, and  it  evidently  will  be  no  problem. 
The  second  year  we  may  or  may  not  send  them 
to  the  mission  school  which  is  about  200  miles 
away,  depending  upon  the  friends  that  we  make. 
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I am  not  sure  about  the  size  of  the  white 
community.  I don’t  think  it  will  be  one  hundred 
souls.  The  living  quarters  in  the  area  are  quite 
comfortable  they  say.  Old  buildings  but  roomy 
and  comfortable,  furnished  with  the  basic  house- 
hold furnishings. 

We  have  electricity  although  it  will  be  220 
volt  and  50  cycles,  and  many  of  our  things  will 
run  a little  slow.  We  are  going  to  have  two 
transformers  to  bring  it  down  to  110  volts,  but 
we  can  not  change  the  cycle  so  things  run  half 
the  speed  they  do  over  here.  We  also  will  have 
indoor  plumbing. 

One  of  the  major  problems  they  say  in  Africa 
is  the  pollution  of  the  water  which  is  absolutely 
unavoidable.  Apparently  the  only  way  to  make 
water  safe  is  to  boil  it.  You  can  add  chlorine  or 
any  of  the  other  chemicals,  but  boiling  is  neces- 
sary. 

Q.  — The  hospital  where  you  are  going  has 
been  there  a long  time,  right? 

A.  — Since  prior  to  World  War  II  so  it  is  very 
well  established.  It  has  been  running  for  some 
years,  and  it  is  evidently  fairly  well  equipped 
so  we  should  be  able  to  take  care  of  a good 
many  surgical  conditions  of  a major  nature. 

Q.  — For  example,  do  you  think  you  would 
tackle  a subdural  hematoma? 

A.  — Well,  in  an  emergency  when  it  is  neces- 
sary to  save  a life  I will  have  to.  I am  grateful 
to  many  of  the  doctors  in  Phoenix  who  have 
been  most  helpful  in  the  various  specialties. 

Dr.  George  Hoffmann  has  gone  over  subdural 
hematomas  and  epidural  hematomas  very  thor- 
oughly with  me.  I most  certainly  would  tackle  it 
in  an  emergency.  The  surgery,  I expect,  is  going 
to  be  a very  general  nature  with  the  obvious 
defects  needing  repair  being  done  and  the  emer- 
gencies and  whatever  else  there  is  time  for.  Dr. 
John  Aiello  has  been  most  helpful  in  permitting 
me  to  assist  him  in  numerous  and  varied  eye 
cases. 

Q.  — Would  you  tackle  cataracts? 

A.  — I don’t  know  how  they  are  set  up  as  far 
as  instruments  are  concerned,  and  I would  like 
to  have  my  friends  come  and  assist  me  in  some 
of  the  specialties.  We  may  have  visiting  doctors 
down  on  the  coast  from  the  larger  town  come 
to  the  hospital  to  do  certain  cases. 

Q.  — You  are  looking  forward  to  this  experi- 
ence? 

A.  — The  indications  are  quite  good.  There 
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are  telephones  at  the  mission  station,  and  I be- 
lieve the  roads  are  passable  except  perhaps  in 
the  rainy  season  which  lasts  approximately  three 
months.  We  might  be  isolated  three  months  at 
a time. 

The  local  dispensaries  are  run  by  African 
medical  assistants  and  nurses  in  the  major  vil- 
lages. I will  be  traveling  out  from  this  town  of 
15,000  to  visit  other  small  communities  in  the 
neighborhood  as  they  need  supervising  and  help 
now  and  then. 

For  the  medical  training  of  the  African  it  is 
the  purpose  of  the  government  to  develop  its 
own  medical  schools.  The  Lutheran  Church  that 
I represent  has  been  approved  for  the  estab- 
lishment of  a large  hospital  in  Moshi  which  is 
approximately  200  miles  north  of  the  town 
where  I will  be.  This  is  actually  started. 

The  doctor  I am  replacing  is  going  to  Moshi 
to  supervise  the  development  of  the  hospital.  In 
direct  conjunction  with  this  hospital  an  East  Af- 
rican Medical  School  in  Tanganyika  is  going  to 
be  established.  This  may  become  government 
subsidized  and  operated. 

Q.  — Would  you  take  a moment  to  express 
your  personal  feelings  as  to  why  you  accepted 
this  responsibility? 

A.  — There  are  a number  of  ways  that  men  in 
our  profession  can  help  whether  it  be  through 
the  church-sponsored  mission  as  I am  doing  or 
whether  it  be  through  the  project  hope  which 
I know  some  are  doing.  Medico  is  a tremendous 
organization  that  is  accomplishing  a great  deal, 
and  of  course  the  World  Health  Organization 
has  areas  all  over  the  world  that  it  is  developing 
projects  in. 

My  own  personal  motivation,  my  feeling  in  it, 
is  that  there  are  obvious  things  which  often  go 
unsaid  but  which  go  beyond  medical  objectives. 
I am  going  under  a church-sponsored  mission 
because  I believe  that  this  is  the  final  and  in 
fact  probably  the  only  answer  for  our  world  sit- 
uation. This  is  easy  to  say  and  hard  to  define. 

I am  going  to  assist  pastors  in  the  social  and 
religious  aspect  of  it.  I believe  that  there  is  a 
life  after  death  which  we  have  to  prepare  peo- 
ple for  to  help  them  realize  and  to  see.  If  we 
cure  their  bodies  for  one  year  and  help  them  to 
live  on  in  their  poverty  and  complete  misery 
we  have  not  accomplished  a great  deal. 

We  can  be  reached  through  our  parents  at 
1500  Edgerton,  St.  Paul,  Minnesota.  Our  ad- 
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dress  in  Africa  will  be  Bambuli  Lutheran  Hospi-  Arizona  Physicians  Named  Fellows 

tal,  P-O.  Box  10,  Lushoto,  Tanganyika.  The  term  R William  D Lawrence,  of  Phoenix,  has 

of  service  is  for  two  years.  We  have  made  many  |)  been  elected  FelIow.Elect  of  The  American 

good  friends  in  Arizona  and  hope  you  will  keep  Co,lege  of  obstetricians  and  Gynecologists, 
in  touch.  It  would  be  a great  thrill  to  have  you  The  American  College  of  Physicians>  repre- 

visit  us  in  A iica.  senting  the  specialty  of  internal  medicine,  has 

[Current  postage  rates  to  Tanganyika  are  25c  designated  as  Fellows  Dr.  Louis  G.  Jekel,  Dr. 
for  each  % oz.  airmail;  and  11c  for  the  first  oz.,  Meyer  Markovitz,  and  Dr.  Edward  B.  Wald- 

and  7c  for  each  additional  oz.  regular  mail.  Ed.]  mann,  all  of  Phoenix. 


Board  of  Medical  Examiners -State  of  Arizona 


THE  Board  of  Medical  Examiners  of  the  State 
of  Arizona,  at  a regular  meeting  held  Satur- 
day, October  20,  1962,  issued  certificates  to 
practice  medicine  and  surgery  in  this  state  to 
the  following  doctors  of  medicine: 

Abbuhl,  Richard  William  (ObG),  5702  W. 
Monterosa,  Phoenix,  Arizona. 

Albright,  John  Joseph  (GP),  New  Cornelia 
Hospital,  Ajo,  Arizona. 

Allred,  Dallas  Commodore  (GP),  401  N. 
Penn,  Roswell,  New  Mexico. 

Asselmeier,  Glen  Henry  (GP-S),  936  So.  Eu- 
clid, Villa  Park,  Illinois. 

Bailey,  Lawrence  Macrae  (GP),  333  W. 
Thomas  Road,  Phoenix,  Arizona. 

Barringer,  Charles  Clifford  (USPHS),  4402 
North  7th  Street,  Phoenix,  Arizona. 

Bell,  David  Murray  (Or),  13535  Detroit 
Ave.,  Lakewood,  Ohio. 

Bennett,  III,  Sanford  (GP),  3730  E.  4th 
Street,  Tucson,  Arizona. 

Blech,  Joseph  (GP),  299  North  Arizona  Ave., 
Chandler,  Arizona. 

Borgesen,  Paul  Bernard  (S),  3435  W.  Duran- 
go St.,  Phoenix,  Arizona. 

Brandenburg,  Ray  Floyd  (ObG),  3435  W. 
Durango  St.,  Phoenix,  Arizona. 

Burnes,  Jr.,  Edward  Aloysius  (I),  1313  North 
Second  St.,  Phoenix,  Arizona. 

Busch,  Grace  Louise  (GP),  299  North  Arizo- 
na Ave.,  Chandler,  Arizona. 

Buxbaum,  Howard  Heinemann  (Pd),  185 

Ocean  Avenue,  Brooklyn,  New  York. 

Cain,  William  Crawford  (GP),  601  - 5th  Ave- 
nue, Yuma,  Arizona. 


Campbell,  John  White  (GP),  926  E.  Mc- 
Dowell Rd.,  Phoenix,  Arizona. 

Carroll,  John  Franklin  (I-C),  Univ.  of  Ala- 
bama Vied.  Center,  Birmingham,  Alabama. 

Clark,  Benjamin  Prestridge  (Pd),  c/o  Me- 
morial Hospital,  Whitesburg,  Kentucky. 

Cowen,  Joseph  Robert  (P),  16  East  Biddle 
St.,  Baltimore,  Maryland. 

Dwgrin,  Milton  Samuel  (I-A),  Alvernon  & 
Fifth  Sts.,  Tucson,  Arizona. 

Edwards,  Benjamin  Thomas  (S),  928  North 
Second  Ave.,  Tucson,  Arizona. 

Egan,  James  William  (I),  3308  North  3rd 
Ave.,  Phoenix,  Arizona. 

Fargotstein,  Ralph  (Path),  3435  W.  Duran- 
go St.,  Phoenix,  Arizona. 

Fathauer,  Jr.,  William  Frederick  (S),  3435 
W.  Durango  St.,  Phoenix,  Arizona. 

Fenton,  Barry  Jay  (I),  22  Harbor  View  Ter- 
race, Rochester,  N.Y. 

Fisher,  Robert  Dale  (OPH),  University  Hos- 
pitals, Cleveland,  Ohio. 

Fitzgerald,  James  Walter  (GP),  St.  Isabel 
Navajo  Mission,  Lukachukai,  Arizona. 

Fleisher,  II,  Arthur  Adler  (ObG),  13652  Can- 
tara  St.,  Panorama  City,  Calif. 

Gannon,  George  Wilfred  (GP),  448  E.  South- 
ern Ave.,  Phoenix,  Arizona. 

Garland,  Donald  James  (GP),  146  E.  Water 
St.,  Shullsburg,  Wisconsin. 

Giever,  Richard  Joseph  (GP),  217  W.  Court 
Ave.,  Las  Cruces,  New  Mexico. 

Hammer,  Raymond  Eugene  (GP),  3738  W. 
State  Ave.,  Phoenix,  Arizona. 

Holbrook,  Lafayette  Hamilton  (Pd),  Ogden 
Clinic,  2955  Harrison,  Ogden,  Utah. 
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Hornisher,  Charles  John  (I),  601  North  Wil- 
mot  RcL,  Tucson,  Arizona. 

Jabczenski,  Felix  Francis  (S),  105  A Hines 
Road,  Fort  Huachuca,  Arizona. 

Jewett,  Robert  Emmett  ( GP-PH-ADM ),  1513 
E.  Glenn,  Tucson,  Arizona. 

Johnson,  Jr.,  Howard  King  (I),  1550  E.  In- 
dian School  Rd.,  Phoenix,  Arizona. 

Keegan,  James  Francis  (GS),  Gadsden  Hotel, 
Douglas,  Arizona. 

Laezman,  Bernard  Leon  (Anes),  Letterman 
Gen.  Hospital,  San  Francisco,  Calif. 

Levy,  Philip  (I),  7025  E.  McDowell  Rd., 
Scottsdale,  Arizona. 

Lightner,  Elmer  Shenk  (Pd),  U.  S.  Army 
Hospital,  Fort  Huachuca,  Arizona. 

McDonald,  Richard  Thomas  (S),  713  North 
Beaver  St.,  Flagstaff,  Arizona. 

Morgan,  Volney  Clenom  (I),  225  W.  Hatcher 
Rd.,  Phoenix,  Arizona. 

Roberts,  Jr.,  Howard  LaVarr  (GP),  USAF 
Hospital,  Fairchild  AFB,  Washington. 

Roberts,  Jerry  Ron  (ObG),  3435  W.  Duran- 
go St.,  Phoenix,  Arizona. 

Robey,  William  Bradford  (GP),  233  S.  Chest- 
nut, Olathe,  Kansas. 

Robinson,  Jerome  Charles  (I-C),  1825  E. 
Roosevelt,  Phoenix,  Arizona. 

Ross,  Eugene  Marvin  (I),  U.  S.  Army  Hospi- 
tal, Sandia  Base,  Albuquerque,  New  Mexico. 

Sannella,  Joseph  John  (GP),  30  North  Main 
Street,  Kanab,  Utah. 

Schreiber,  Michael  Martin  (D),  1520  North 
Norton  Ave.,  Tucson,  Arizona. 

Schuckmell,  Natalie  Harriet  (Pd),  Pima  Co. 
General  Hospital,  Tucson,  Arizona. 

Searer,  Wendell  Paul  (Pd-GP),  2681  Loma 
Vista  Rd.,  Ventura,  California. 

Shaka,  George  James  (GP),  4510th  USAF 
Hospital,  Luke  AFB,  Arizona. 

Shirai,  Shohei  (Path),  350  West  Thomas  Rd., 
Phoenix,  Arizona. 

Sidell,  Alvin  Donald  (N),  302  West  Thomas 
Rd.,  Phoenix,  Arizona. 

Stephens,  Harold  Dean  (GP),  P.O.  Box  680, 
Show  Low,  Arizona. 

Sullivan,  John  Vincent  (Oph),  Mills  Bldg., 
Kansas  & 9th,  Topeka,  Kansas. 

Szymber,  Joseph  Richard  (U),  USAF  Hospi- 
tal, Sheppard  AFB,  Texas. 

Treptow,  Keith  Richard  (N&P),  U.S.  Army 
Hospital,  Fort  Huachuca,  Arizona. 
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Urban,  Adolph  Joseph  (GP-S),  245  North 
Arizona  Ave.,  Chandler,  Arizona. 

Vaughn,  Jr.,  Cecil  Cyrus  ,(S),  6740  North 
15th  Place,  Phoenix,  Arizona. 

Walker,  Donald  Davies  (R),  Madigan  Gen- 
eral Hospital,  Tacoma,  Washington. 

Watson,  Jr..  Arthur  Charles  (ObG),  387  East 
Grove,  Galesburg,  Illinois. 

Watt,  Thomas  Lome  (D),  Mary  Hitchcock 
Memorial  Hospital,  Hanover,  N.H. 

Whitcomb,  Elmer  William  (GP),  P.O.  Box 
282,  Superior,  Arizona. 

Wilson,  Jack  Herbert  (ObG),  Davis-Mon- 
than  AFB  Hospital,  Tucson,  Arizona. 

Wixted,  William  Gleeson  (ObG),  4510th 
USAF  Hospital,  Luke  AFB,  Arizona. 

Wurster,  W.  Joel  (ALR),  305  W.  43rd  St., 
Kansas  City,  Missouri. 


BOOKS  RECEIVED 

Pulmonary  Structure  and  Function,  and  Im- 
munoassay of  Hormones,  Little,  Brown  and 
Company,  from  Ciba  Foundation  Symposia  in 
July  1961  bring  knowledge  in  these  fields  up  to 
date. 

The  Exocrine  Pancreas,  a Ciba  Foundation 
Sympsoium,  and  Curare  and  Curare-like  Agents, 
a Ciba  Foundation  Study  Group,  were  also  pub- 
lished by  Little,  Brown  and  Company. 

Resistance  of  Bacteria  to  the  Penicillins,  Ciba 
Foundation  Study  Group  No.  13  held  at  the 
Wolfson  Institute,  Postgraduate  Medical  School, 
London,  published  by  Little,  Brown  and  Com- 
pany, with  14  illustrations.  $2.95. 

Transplantation,  with  71  illustrations,  Ciba 
Foundation  in  which  30  contributors  review  re- 
cent advances  and  speculate  on  their  implica- 
tions. Two  wholly  new  concepts  emerged  among 
the  findings:  the  crucial  importance  of  the  thy- 
mus in  the  development  of  immunological  re- 
activity, and  the  possibility  that  new-born  mice 
can  be  sensitized.  Little,  Brown  and  Company. 
$12. 

Your  Weight  and  How  to  Control  It,  Double- 
day & Company,  Inc.,  edited  by  Morris  Fish- 
bein,  M.D.  A carefully  edited  and  clearly  writ- 
ten volume  on  how  to  gain,  lose,  or  maintain 
correct  weight.  Contains  a variety  of  diets  and 
a table  of  food  values  and  calories.  $3.95. 
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Distinguished  Service  Awards 

Maricopa  County  Medical  Society 


Dr.  Green 


DR.  Richard  B.  Johns 
and  Dr.  John  R. 
Green  received  top  hon- 
ors at  the  Maricopa 
County  Medical  Socie- 
ty’s annual  awards  din- 
ner January  20  for  dis- 
tinguished service  to 
their  community. 

Dr.  Johns,  a Phoenix 
pediatrician,  received 
the  Dr.  Clarence  Salis- 
bury Medal  for  pioneer- 
ing and  developing  the 
Sabin  oral  poliomyelitis 
immunization  program. 
The  mass  immunization 
program  was  begun  in 
Maricopa  County,  was 
held  next  in  Pima  Coun- 
ty, and  then  became  na- 
tionwide. 

The  Joseph  Bank 
Medal  was  awarded  to 
Dr.  Green,  Phoenix  neu- 
rosurgeon and  director 
of  the  Barrow  Neuro- 
logical Institute,  Phoe- 


nix. Dr.  Green  recognized  the  need  for  this  in- 
stitution and  worked  unceasingly  for  ten  years 
to  bring  about  its  establishment. 

Other  awards  were  presented  to  Dr.  Clarence 
C.  Piepergerdes  of  Phoenix  for  his  leadership 
and  work  with  boy  scouts;  to  Sister  Mary  Placi- 
da,  administrator  of  St.  Joseph’s  Hospital  for  her 
cooperation  in  the  establishment  of  the  Barrow 
Neurological  Institute;  to  Mr.  Charles  A.  Bar- 
row,  whose  humanity,  generosity  and  deep  con- 
cern for  those  suffering  from  neurological  dis- 
orders made  possible  the  establishment  of  the 
Barrow  Neurological  Institute;  and  to  Dr.  Dar- 
win W.  Neubauer,  Tucson  surgeon,  for  his  work 
as  editor  of  “Arizona  Medicine.” 

Also  receiving  awards  were  Leonard  E. 
Welch,  editor  of  “Round-Up,”  the  Maricopa 
County  Medical  Society’s  monthly  publication; 
Mason  Walsh,  managing  editor,  and  Dennis 
Farrell,  medical  writer,  both  of  the  Phoenix  Ga- 
zette; Arthur  T.  Heenan,  managing  editor  of 
the  Scottsdale  Daily  Progress;  Evelyn  D.  Tim- 
mons for  her  work  with  the  GEMS  Baby  Sitter 
Program  sponsored  by  the  Woman’s  Auxiliary 
to  the  Maricopa  County  Medical  Society;  and 
to  the  Mental  Health  Division  personnel  of  the 
Maricopa  County  Sheriff’s  office. 


Medical  Student  Recruitment  Program 


GROUP  of  Maricopa  County  physicians  led 
by  Dr.  A.  G.  Wagner  has  been  carrying  out 
a far  reaching  program  to  encourage  students 
in  the  study  and  practice  of  medicine.  Through 
this  program  the  students  recruited  will  be  aid- 
ed in  every  possible  way  throughout  their  peri- 
od of  education  and  even  after  they  begin  pri- 
vate practice. 

The  kick-off  event  was  Medical  Career  Night 


at  Phoenix  College  on  November  11,  1961.  The 
meeting,  with  addresses  by  Dr.  Wagner  and  Dr. 
Robert  A.  Price,  was  attended  by  750  parents 
and  students.  Small  group  consultations  followed 
the  meeting.  This  same  type  of  program  was 
then  presented  in  20  high  schools  in  Maricopa 
County  during  1961-62,  with  62  doctors  par- 
ticipating. 

In  addition  to  group  meetings,  the  medical 
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sponsorship  plan  included  medical  field  trips, 
meetings  with  the  medical  society  career  com- 
mittee, addresses  by  physicians,  film  presenta- 
tions, and  mailings  of  current  materials  relating 
to  medical  schools,  scholarships  and  loan  pro- 
grams. 

Highlights  of  the  program  were  two  all-day 
meetings.  On  May  12,  1962  and  November  10, 
1982,  the  Maricopa  County  Medical  Society  and 
the  Arizona  Chapter,  Alpha  Epsilon  Delta,  spon- 
sored “A  Day  in  Medicine.”  Five-hundred-five 
students  attended  these  sessions  that  were 
planned  to  encourage  young  men  and  women  to 
become  doctors,  medical  teachers,  or  medical 
scientists. 

Members  of  the  Maricopa  County  Medical 
Career  Committee  that  sponsored  this  pilot  pro- 
gram were: 

Dr.  A.  G.  Wagner,  chairman 
Dr.  William  J.  Dunn,  vice  chairman 
Drs.  Richard  MacMillan,  Larry  D.  Shaw  and 
John  Campbell,  special  events 
Dr.  Clyde  W.  Kurtz,  publicity 
Dr.  David  D.  Daly,  student  mailings,  scholar- 
ship and  loan  fund 

Dr.  Walter  K.  Emory  and  Dr.  Harry  L.  Reger, 
counselors,  teachers,  librarians 
Dr.  Charles  H.  Finney,  school  administrators 
Dr.  Douglas  D.  Gain,  club  contacts 
Dr.  Herbert  N.  Munhall,  internship  and  resi- 
dency 

Dr.  Jeffrey  O’Connor,  practice  examinations 
Dr.  Ord  L.  Shumway  and  Dr.  John  Heilman, 
Sun  Docs  Liaison 

Drs.  Jere  Davidson,  William  Osborn,  and  Ray- 
mond A.  Vaaler,  small  group  activities 
Dr.  Clifford  E.  Ernest. 


Dr.  A.  G.  Wagner 

Chairman 
Medical  Career 
Committee 


Dr.  Ochsner  is  Yuma  County's 
Man  of  the  Year 


FOR  his  leadership  in  the  Sabin  oral  vaccine 
program,  Dr.  A.  J.  Ochsner  was  selected 
Yuma  County  Man  of  the  Year  for  1962. 

Dr.  Ochsner,  who 
specializes  in  anesthesi- 
ology in  Yuma,  took  the 
initiative  within  the 
Yuma  County  Medical 
Society  to  bring  the 
Sabin  oral  vaccine  pro- 
tection to  residents  of 
Yuma  County  and  its 
neighbors  in  San  Luis, 
Mexico. 

He  headed  the  com- 
mittee that  investigated 
the  Sabin  program  and  attested  to  its  value  as 
well  as  its  safety.  On  his  own  time  and  expense, 
he  then  organized  a county-wide  program  in 
which  more  than  30,000  persons  received  all 
three  types  of  the  oral  vaccine. 


Dr.  Ochsner 


Licensing  for  Nursing  Homes 
In  Arizona 

THE  Arizona  State  Department  of  Health, 
pursuant  to  the  authority  granted  in  Title 
36,  Chapter  4,  Arizona  Statutes  as  amended, 
and  with  the  advice  of  the  Hospital  Advisory 
Council,  has  adopted  rides  and  regulations  and 
standards  relating  to  the  licensing  and  operation 
of  nursing  homes  and  sheltered  care  homes  in 
Arizona.  A public  hearing  was  held  September 
28,  1962  prior  to  their  adoption. 

The  State  Department  of  Health  has  begun 
an  evaluation  of  all  such  homes  in  the  state  as 
to  their  conformity  with  the  new  rules  and  reg- 
ulations. The  list  will  be  published  in  Arizona 
Medicine  as  soon  as  it  is  complete. 
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brand  of  propantheline  bromide 


| • peptic  ulcer 
in  ^ • gastritis 

y*  biliary  dyskinesia 

Prompt,  positive  control  of  excess  gastroin- 
testinal acidity  and  motility  has  earned  for 
Pro-BanthIne  the  widest  acceptance  as  the 
standard  anticholinergic  medication. 

Authorities  in  pharmacology  and  therapeu- 
tics recognize  the  beneficial  actions  of  Pro- 
Banthine.  Clinicians  prescribe  it  more  often 
than  any  other  drug  of  its  class. 

In  patients  with  peptic  ulcer  or  other  con- 
ditions characterized  by  hyperfunction  of  the 
enteric  tract,  Pro-BanthIne  relieves  pain, 
suppresses  excessive  secretion  and  motility, 
prolongs  the  neutralizing  property  of  antac- 
ids and  hastens  resolution  of  the  disorder. 

The  books  say  “Pro-Banthine”  when  anti- 
cholinergic medication  is  indicated. 


• spastic  colon 

• pylorospasm 

• functional  gastrointestinal  disorders 

Pro-BanthIne  is  supplied  in  seven  forms 
and  combinations  for  every  clinical  need. 

Pro-BanthIne  Tablets  of  15  mg. 

Pro-Banthine  Ampuls  of  30  mg. 

Pro-Banthine  p.a.®  (Prolonged  Acting)  Tablets  of 
30  mg. 

Pro-Banthine  (Half  Strength)  Tablets  of  7.5  mg. 

Pro-Banthine®  with  Dartax®  Tablets,  contain- 
ing 15  mg.  of  Pro-Banthine  and  5 mg.  of  Dartal 
(brand  of  thiopropazate  dihydrochloride). 

Pro-Banthine  with  Phenobarbital  Tablets,  con- 
taining 15  mg.  of  Pro-Banthine  and  15  mg.  of  pheno- 
barbital. 

Probitaltm  Tablets,  containing  7.5  mg.  of  Pro- 
BanthIne  and  15  mg.  of  phenobarbital. 

G.D.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 
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Believes  Anxiety  and  Anxious  Depression 


The  outstanding  effectiveness  and  record  of  safety  with  which 
Miltown  relieves  anxiety  and  anxious  depression— the  type  of 
depression  in  which  either  tension  or  nervousness  or  insomnia 
is  a prominent  symptom  — has  been  clinically  authenticated 
time  and  again  during  the  past  seven  years.  This,  undoubt- 
edly, is  one  reason  why  physicians  still  prescribe  meprobamate 
more  often  than  any  other  tranquilizer  in  the  world. 


Miltown* 

meprobamate  (Wallace) 

JJaual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  metrotabs®  — 400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  meprospan®-400  and  mf.prospan®-200  (con- 
taining respectively  400  mg.  and  200  mg.  meprobamate). 


Clinically  proven 
in  over  750 
published  studies 

Acts  dependably  — without 
causing  ataxia  or  altering 
sexual  function 

Does  not  produce 
Parkinson-like  symptoms 
or  liver  damage 

Does  not  muddle  the  mind 
or  impair  physical  activity 


CM. 7972 
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Medical  Meetings  — Postgraduate  Education 


72nd  Annual  Meeting 

The  Arizona  Medical  Association,  Inc. 

May  1-4, 1963 

Pioneer  Hotel,  Tucson,  Arizona 

Dr.  John  R.  Swartzmann,  General  Chairman 


Wednesday,  May  1: 


7:30  a.m. 

Board  of  Directors  breakfast 

East  Room 

8:15  a.m. 

Board  of  Directors  meeting 

Bamboo  Room 

12:00  noon 

Board  of  Directors  luncheon 

East  Room 

1:00  p.m. 

House  of  Delegates,  first  meeting 

Terrace  Room 

3:00  p.m. 

Blue  Shield  annual  corporation  meeting 

Terrace  Room 

7:00  p.m. 

Reception 

Patio  Terrace 

8:00  p.m. 

Chuckwagon  dinner 

Patio  Terrace 

Thursday,  May  2: 

7:30  a.m. 

Breakfast,  Panel  discussion,  “Pain” 

Moderator:  Dr.  John  R.  Green 
Panelists:  Drs.  Paul  R.  Dumke,  Eduardo  Eidelberg, 
Fred  Kern,  Jr.,  William  H.  Sweet 

East  Room 

9:30  a.m. 

Intermission  — Exhibits 

10:00  a.m. 

Call  to  order,  Dr.  Clarence  E.  Yount,  Jr.,  President 
Invocation,  The  Reverend  Glenn  C.  McGee,  Minister, 
Trinity  Presbyterian  Church 
Memorial  Service,  The  Reverend  Glenn  C.  McGee 
Welcome,  Dr.  Clarence  H.  Kuhlman,  President, 

Pima  County  Medical  Society 
Response,  Dr.  Zenas  B.  Noon,  President, 

Santa  Cruz  County  Medical  Society 
Introduction  of  the  incoming  president, 

Dr.  Clarence  E.  Yount  Jr. 

Presidential  address,  Dr.  William  B.  Steen 

Terrace  Room 

11:15  a.m. 

Intermission  — Exhibits 

Scientific  Session  — The  Public  is  Invited. 

11:30  a.m. 

Panel  discussion,  “Pediatric  Surgery” 
Moderator:  Dr.  Daniel  T.  Cloud 
Panelists:  Drs.  John  Caffey,  Paul  R.  Dumke, 
Hugh  B.  Lynn,  William  H.  Sweet 

Terrace  Room 
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1:00  p.m. 


1:00  p.m. 
2:45  p.m. 
2:30  p.m. 
3:15  p.m. 
5:00  p.m. 
7:00  p.m. 


Friday,  May  3: 
7:30  a.m. 


9:45  a.m. 

10:00  a.m. 
10:30  a.m. 

11:00  a.m. 


11:30  a.m. 
March,  196%' 
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Arizona  Chapter,  American  Academy  of  General  Practice,  Sun  Deck 

Luncheon  and  business  meeting 

Arizona  Chapter,  American  College  of  Surgeons,  Main  Dining  Room 

“Pectus  Excavation,”  Dr.  Hugh  B.  Lynn,  Rochester,  Minnesota 
Arizona  Section,  American  College  of  Obstetrics  and  Terrace  Room 

Gynecology, 

Luncheon  and  Business  meeting 

Arizona  Society  of  Allergists,  “Pharmacophysiologic  Principles  Bamboo  Room 
to  Remember  in  the  Protective  Use  of  Corticosteroids,” 

Dr.  Edmund  L.  Keeney,  La  Jolla,  California 
Arizona  Society  of  Pathologists  Corner  Room 

Handicap  golf  tournament,  ’49ers  Golf  and  Country  Club 

Annual  Bowling  Tournament,  Lucky  Strike  Bowl 

Reference  Committees,  subject  to  call  Main  Dining  Room 


Reference  Committees,  subject  to  call 

Western  Reserve  Alumni  Association,  cocktails  and  dinner 


Main  Dining  Room 
Bamboo  Room 


Arizona  Chapter,  Western  Orthopedic  Association 
Arizona  Radiological  Society 

Arizona  Society  of  Anesthesiologists,  “Physicians  and  Novelists,” 
Dr.  Paul  R.  Dumke,  Detroit,  Michigan 


Chinese  Room 
Green  Room 
East  Room 


The  foregoing  luncheons  and  banquets  are  open  to  all  registrants  and  their  wives. 


Scientific  Session 

Breakfast.  Seminar,  “Viral  Hepatitis”  East  Room 

Moderator:  Dr.  Hugh  H.  Smith 
Participants:  Dr.  Gwilym  R.  Jones, 

“National  Morbidity” 

Dr.  Lloyd  M.  Farner, 

“Morbidity  in  Arizona” 

Dr.  Donald  S.  Martin, 

“Historical  Background,  Etiology,  Epidemiological 
Considerations  and  Preventive  Measures” 

Dr.  Edwin  Englert,  Jr. 

“Clinical  Diagnosis  and  Management  of  the  Hepatitis  Patient 
Discussants:  Dr.  Eldon  V.  Davis,  Dr.  James  W.  Mosley 

Intermission  — Exhibits 

Scientific  Sessions. 

“Umbilical  Hernia,”  Dr.  Hugh  B.  Lynn,  Rochester,  Minnesota  Terrace  Room 

“Diagnosis  and  Management  of  Malabsorption  in  the  Adult,  Dr.  Fred  Kern,  Jr., 
Denver,  Colorado 

“New  Knowledge  in  the  Diagnosis  and  Treatment  of  Congenital  Dislocation  of 
the  Hip,”  Dr.  John  Caffey,  Denver,  Colorado 
Moderator  of  foregoing  sessions:  Dr.  Richard  B.  Johns 

Intermission  — Exhibit  Attendance  Award 
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1 1:45  a.m. 
12:15  p.m. 

1:00  p.m. 


3:00  p.m. 
7:30  p.m. 
8:30  p.m. 

Saturday,  May  4: 

9:00  a.m. 
9:30  a.m. 
10:00  a.m. 
10:30  a.m. 

11:00  a.m. 

11:15  a.m. 

11:45  a.m. 

12:15  p.m. 
1:15  p.m. 


Scientific  Sessions 

“Isotopes  and  the  Diagnosis  and  Treatment  of  Brain  Tumors,”  Terrace  Room 
Dr.  William  H.  Sweet,  Boston,  Massachusetts 

“The  Condition  of  Asthmatic  Patients  After  Daily  Long-Term  Corticosteroid 
Treatment,”  Dr.  Edmund  L.  Keeney,  La  Jolla,  California 

Moderator  of  foregoing  sessions:  Dr.  Juan  E.  Fonseca 

Arizona  Chapter,  American  College  of  Chest  Physicians, 

“Pathological  Findings  in  an  Emphysematous  Patient 
After  Eight  Years  of  Daily,  High-Dose  Corticosteroid 
Therapy,”  Dr.  Edmund  L.  Keeney,  La  Jolla,  California 

Arizona  Psychiatric  Society 

Arizona  Society  of  Pediatrics,  “Clinical  and  Radiographic 
Features  of  Vitamin  Poisoning  of  Infants  and  Children,” 

Dr.  John  Caffey,  Denver,  Colorado 

The  foregoing  luncheons  are  open  to  all  registrants  and  their  wives. 

House  of  Delegates,  second  meeting  Terrace  Room 

President’s  reception  Terrace  Patio 

President’s  dinner-dance  Terrace  Room 


East  Room  or 
Main  Dining  Room 

Green  Room 
Varsity  Room 


Scientific  Sessions  Terrace  Room 

“Recent  Developments  in  Peptic  Ulcer,”  Dr.  Fred  Kern,  Jr.,  Denver,  Colorado 

“Morbidity  in  Arizona,”  Melvin  H.  Goodwin,  Ph.D.,  Phoenix,  Arizona 

“Management  of  Intracranial  Aneurysms,”  Dr.  William  H.  Sweet,  Boston,  Mass. 

“Heart  Disease  and  Anesthesia,”  Dr.  Paul  R.  Dumke,  Detroit,  Michigan 
Moderator  for  the  foregoing  sessions:  Dr.  John  F.  Currin 

Intermission  — Exhibit  Attendance  Award  Main  Ballroom 

Scientific  Sessions  Terrace  Room 

“There  is  no  Black  or  White  Answer,”  The  Reverend  Paul  B.  McCleave,  Ph.D., 
Chicago,  Illinois 

“Radiographic  Values  in  the  Respiratory  Stress  Syndrome  of  Infants  and  Chil- 
dren,” Dr.  John  Caffey,  Denver,  Colorado 

Moderator  for  the  foregoing  sessions:  Dr.  Delbert  L.  Secrist 

“The  Pima  Plan,”  A Medico-Legal  Panel  Discussion 
Moderator:  Dr.  Ian  M.  Chesser 
Panelists:  Mr.  Robert  O.  Lesher,  Tucson 

Mr.  Edward  H.  Bringhurst,  Phoenix 
Mr.  Harry  Cavanagh,  Phoenix 

Adjournment 
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Womans  Auxiliary 

The  Arizona  Medical  Association,  Inc. 

33rd  Annual  Meeting 

May  1-4,  1963 

Pioneer  Hotel 
Tucson,  Arizona 


Wednesday,  May  1: 


9:30  a.m. 

Registration 

Hospitality  Room 

9:30  a.m. 

Student  Nurse  Loan  Committee  meeting 

1:30  p.m. 

Finance  Committee  meeting 

1:30  p.m. 

Nominating  Committee  meeting 

2:30  p.m. 

Pre-convention  state  board  meeting 

President’s  Suite 

Thursday,  May  2: 

9:00  a.m. 

Registration 

Hospitality  Room 

9:00  a.m. 

Continental  Breakfast 

Varsity  Room 

9:30  a.m. 

First  General  Session 

Welcome,  president’s  report, 
county  presidents’  reports, 
nominating  committee  report, 
election  of  officers,  in  memoriam 

Varsity  Room 

11:30  a.m. 

Recess  of  first  general  session 

11:30  a.m. 

Meeting  of  new  executive  board 

Varsity  Room 

12:00  p.m. 

Meet  for  transportation  to  luncheon 

Hospitality  Room 

12:30  p.m. 

Luncheon 

Second  general  session 

Address  of  national  auxiliary  president; 
installation  of  officers; 

Skyline  Country  Club 

acceptance,  new  president; 
adjournment  of  33rd  annual  meeting, 
post-convention  state  board  meeting. 

Friday,  May  3: 

9:15  a.m.  Trip  to  Nogales,  Sonora,  Mexico. 

Special  Greyhound  bus  leaves  Pioneer  Hotel  parking  lot, 
arrives  Nogales,  Sonora,  about  10:30  a.m.  at  Avenida  Obregon 
shopping  area. 

Luncheon  at  12:30  at  The  Cavern,  with  entertainment. 

Return  to  Tucson. 
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® 

Brand  of  Thiphenamil  HC1. 
FOR  DIVERTICULITIS , MUCUS  COLITIS, 

IRRITATIVE  DIARRHEA , IRRITATIVE  URETERITIS, 
BLADDER  SPASM 


J^rocinate  is  a musculotropic  antispasmodic  with 
no  appreciable  anticholinergic  action.  It  relieves 
spasms  of  the  lower  bowel  and  genito-urinary 
tract  by  direct  action  on  the  contractile  mech- 
anism of  smooth  muscles.  The  absence  of  any 
appreciable  action  on  the  autonomic  nervous 
system  eliminates  the  usual  side-effects.  It  may 
be  safely  used  in  glaucoma.  Each  tablet  con- 
tains 100  mgs.  Trocinate  HC1. 

Usual  Dosage  : 2 tablets,  4 times  a day.  Main- 
tenance dosage  is  frequently  lower. 

Dispensed  in  bottles  of  40  and  250  tablets. 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 
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POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE- PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


$ POST • simplified  plans  save 

up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


PRINTING  • LITHOGRAPHY  - ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

[he  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D 


HAL  J.  BREEN.  M.D 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D 


THOMAS  F.  KRUCHEK,  M.D 


HAROLD  E.  McNEELY,  Ph  D 


ROBERT  C.  SHAPIRO,  M.D 


WILLIS  L.  STRACHAN,  M.D 


ROY  WORTHEN,  M.D 


iatry  and  neuro 


nsvnhnan  m 

clinical  psychology 
psychiatric  social  work 

and  family  counselling 


5051  NORTH  34th  STREET 


PHOENIX  18,  ARIZONA 


AM  4-4111 
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When  treatment  for 


is  indicated 


ANDROGEN-  THYROID  -COMBINATION 


in  two  convenient  dosage  forms 

ANDROI D AN  DROI D - H.  P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . 

. . . .5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . .10  mg. 

Thyroid  Ext.  (1/2  gr.)  . 

. . .30  mg. 

Glutamic  Acid 

. . .50  mg. 

Glutamic  Acid 

. . .50  mg. 

Thiamine  HCI  

. . . 10  mg. 

Thiamine  HCI  

. . .10  mg. 

Indications:  Impotence  in  male. 

Average  Dose:  One  tablet  three  times  daily. 

Available  : Bottles  of  100  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing'  without  prescription. 

1.  Methyl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 

General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 

( THE  BROWN  PHARMACEUTICAL  COMPANY 

2500  West  Sixth  Street,  Los  Angeles  57,  California 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  call 


The  purest  water  available. 


m 4-0221 

for 

FREE 

Home  Delivery 
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Classified 


CLINIC  MANAGER  — 45  years  old,  married,  6 
years  experience  in  all  phases  of  clinic  man- 
agement including  accounting,  wishes  em- 
ployment in  Arizona.  Call  collect  — T.  F.  John- 
ston, Prineville,  Oregon,  Hlllcrest  7-4097. 


EENT  Physician,  49,  Board  eligible  Ophthal- 
mology, seeks  association  with  older  Physician 
or  purchase  of  established  practice  or  location. 
Reply  Box  63-1-1,  Arizona  Medicine. 


Surgeon-GP  desires  to  relocate  in  Arizona  be- 
cause of  climate.  Prefers  town  of  about  15,000 
with  hospital  needing  someone  primarily  in- 
terested in  surgery;  49  years  old,  20  years  in 
practice  and  Fellow  of  I.C.S.  Reply  Box  63-1-4, 
Arizona  Medicine. 


MEDICAL  SUITE  AVAILABLE 

Park  Central  Medical  Building 
550  West  Thomas  Road 
Phoenix,  Arizona 

After  March  15,  1963  this  desirable  location 
only  2 minutes  from  St.  Joseph's  Hospital  will 
be  available.  Call  277-3185,  Phoenix. 


Retiring,  but  able-bodied  proctologist  wants 
part  time  work  or  possible  association  with 
busy  proctologist,  possibly  in  the  Phoenix  or 
Tucson  area.  Expert  in  office  proctology  and 
prolonged  local  anesthesia.  References  on  re- 
quest. Eligible  for  Arizona  license.  Reply  to 
Mid-Westerner,  Box  63-3-2,  Arizona  Medicine. 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


March,  1963 
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Laboratories 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  >*<>  j / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  'I  j MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D.  * 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601  « 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


tflecfical  Center  K-idaif  and  Clinical  dabcratertf 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

PrcffeAAicnal  'X-ldatj  and  Clinical  iaberatcrif 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D. , F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  MlD.,  Consultant  Pathologist 
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Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


iQn  ^Scottsdale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


HILLCREST  MEDICAL  CENTER 

Established  1921 

Third  Avenue  & Adams  St.  Tucson,  Arizona 

Phone  MA  3-7591 

• General  Medical 

• Orthopedic  ® Medical  Doctor 

• Post-Operative  of  Your  Choice 

• Acute  or  Chronic 

• Convalescent  • Non-Sectarian 

• Geriatric 

Member  American  Hospital  Association 

Admittance  by  Doctors  of  Medicine  Only 
Katharine  C.  Schmid  Charles  H.  Schmid 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


i 

i 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses"  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 


3029  E.  2nd  St. 


Tucson,  Arizona 

"Eastablished  1932" 
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Physicians’  Directory 


ALLERGY 

E.  G.  BARNET,  M.D. 

Diplomate,  American  Board  of  Otolaryngology 
Fellow,  American  College  of  Allergists 
Fellow,  American  Society  of  Ophthalmologic 
and  Otolaryngologic  Allergy 

EENT  Allergy  Including  Repository  Therapy 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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Physicians’  Directory 

RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  12th  Street 
Phoenix,  Arizona 


Index  to  Advertisers 


BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 


802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 


WHAT  WOULD  HAPPEN  TO  YOUR 
PRACTICE  ...  IF  NO  PATIENT  EVER 
CAME  TO  SEE  YOU  AGAIN? 

If  you  are  hospitalized,  or  disabled,  for  a long 
time  — the  results  could  be  much  the  same! 

PROTECT  YOURSELF  against  “Loss  of  Time” 
with  the  broad  new  protection  available  from 
“The  Doctors’  Company”.  Send  coupon  below 
TODAY  for  full  information. 

PHYSICIANS  MUTUAL  INSURANCE  CO. 

formerly 

Physicians  Casualty  and  Health  Associations 
“The  Doctors’  Company ” 
Insuring  Physicians  & Dentists  for  60  years. 


Physicians  Mutual  Insurance  Company 
115  So.  42nd  Street 
Omaha  31,  Nebraska 

Please  send  details  on  your  “Loss  of  Time”  policy. 

NAME AGE 

ADDRESS 

CITY STATE 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 
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Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group-j  udgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 
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Resources  $785  Million 


Abbott  Laboratories  9-10A 

A.  H.  Robins  Co.,  Inc 27A 

American  Tobacco  Co.,  The  41 A 

Ames  Company,  Inc Inside  back  cover 


Bristol  Laboratories  24-25A 

Brown  Pharmaceutical  Co.,  The  60A 

Burroughs  Wellcome  & Co.,  Inc 8A,  20-21 A 

Butler’s  Rest  Home  65A 

Camelback  Hospital  40A 

Camelback  Professional  Building  59A 

Classified  61A 

Coca-Cola  Company  61 A 

Crystal  Bottled  Waters  60A 

Diagnostic  Laboratory,  The  62A 

Doctor’s  Central  Directory  63A 


Eli  Lilly  & Company Cover,  18A 

Endo  Laboratories  30A 

Hillcrest  Medical  Center  63 A 

Hobby  Horse  Ranch  School  59 A 

Lederle  Laboratories  6-7A,  26A 

Loftin’s  Business  Forms 59 A 

MacAlpine’s  Drug  Store  65A 

Medical  Center  X-ray  & Clinical  Laboratory  . .62A 
Medical  & Dental  Finance  Bureau 36A 

National  Casualty  Company  35A 

Nurses’  Professional  Registry 63A 

Parke-Davis  & Company  . .Inside  Front  Cover,  1A 

Pfizer  Laboratories  12-13A 

Phillips,  Chas.  H.  Co.,  The  29A 

Pharmacy  Directory  63 A 

Physician’s  Directory  64-65A 

Physician’s  Mutual  Insurance  Co 65A 

Poythress,  William  P.  & Company 16A,  58A 

Professional  X-ray  & Clinical  Laboratory  . . . .62A 

Roche  Laboratories Back  cover 

Roerig,  J.  B.  & Co 4-5A 

Ryan-Evans  Drug  Stores  63A 

Sanborn  Company  22A 

Schering  Corporation  17A 

Searle,  G.  D.  & Company  52A 

Smith,  Kline  & French  Laboratories  42A 

Squibb,  E.  R.  & Sons  28A 

Valley  National  Bank  66A 

Wallace  Laboratories  15A,  37A,  53A 

White  Angel  Hospital  19A 

Winthrop  Laboratories  2A,  23A 
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April,  1963 
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72nd  Annual  Meeting , May  1-4 


ASTHMA- 
A CLASSIC 
INDICATION 
FOR 

haldrone* 

(paramethasone  acetate,  Lilly) 

Haldrone  produces  rapid  re- 
mission of  the  symptoms  of 
asthma  and  controls  the  pa- 


tient over  extended  periods 
with  relative  freedom  from 
side-effects.  In  recommended 
dosage,  Haldrone  is  unlikely  to 
cause  sodium  retention  and  has 
little  or  no  effect  on  potassium 
excretion. 

Suggested  daily  dosage  for  asthma: 


Initial  suppressive  dose  ......  6-12  mg. 

Maintenance  dose 2-6  mg. 


Supplied  in  bottles  of  30,  100,  and  500  tablets: 
1 mg..  Yellow  (scored),  and  2 mg..  Orange 
(scored).  


This  is  a reminder  advertisement.  For  adequate  information 
tor  use,  please  consult  manufacturer’s  literature.  Eli  Lilly  and 
Company,  Indianapolis  6,  Indiana.  240,20 


in  severe  respiratory  infections 
refractory  to  other  measures. 


In  Friedlander’s  Pneumonia313 

Although  the  prognosis  in  Friedlander’s  pneumonia  is  poor,  treatment  with  CHLOROMYCETIN  has  shown 
a good  response  when  susceptible  strains  of  Klebsiella  pneumoniae  are  incriminated. 

In  Hemophilus  Influenzae  Pneumonia3,4,13,14 

Because  the  invading  organism  is  usually  sensitive  to  CHLOROMYCETIN,  this  agent  is  generally  effective 
in  pneumonias  caused  by  H.  influenzae. 

In  Staphylococcal  Pneumonia1'8,13 

CHLOROMYCETIN  continues  to  remain  effective  against  many  resistant  strains  of  staphylococci,  and— 
alone  or  in  combination  with  other  antibiotics— should  be  considered  when  other  antistaphylococcal 
drugs  are  ineffective. 

In  Acute  Epiglottitis4, 1(M1 

This  condition  is  most  often  caused  by  H.  influenzae , most  strains  of  which  are  sensitive  to 
CHLOROMYCETIN.  Therapy  should  be  instituted  at  once,  since  the  disease  may  progress  from  the  first 
symptoms  to  a severe  respiratory  obstruction  in  four  to  six  hours. 

In  Pneumonias  Due  to  Gram-negative  Bacilli9 

Because  of  its  broad-spectrum  activity,  CHLOROMYCETIN  is  often  effective  in  pneumonias  caused  by 
sensitive  strains  of  Aerobacter , Proteus  of  various  species,  Paracolobactrum , and  other  gram- 
negative pathogens  encountered  with  increasing  frequency  in  serious  respiratory  tract  infections. 

In  Staphylococcal  Empyema12 

The  infiltrating  lesions  of  staphylococcal  empyema  are  often  difficult  to  eradicate.  While  CHLOROMYCETIN 
should  only  be  used  when  the  infection  has  been  resistant  to  treatment  with  other  antistaphylococcal 
drugs,  therapy  with  CHLOROMYCETIN,  in  conjunction  with  surgical  procedures,  will  often  bring  favorable 
results. 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of  250  mg.,  in  bottles  of  16  and 
100.  See  package  insert  for  details  of  administration  and  dosage. 

Warning:  Serious  and  even  fatal  blood  dyscrasias  (aplastic  anemia,  hypoplastic  anemia,  thrombocytopenia,  granulocytopenia)  are 
known  to  occur  after  the  administration  of  chloramphenicol.  Blood  dyscrasias  have  occurred  after  both  short-term  and  prolonged 
therapy  with  this  drug.  Bearing  in  mind  the  possibility  that  such  reactions  may  occur,  chloramphenicol  should  be  used  only  for 
serious  infections  caused  by  organisms  which  are  susceptible  to  its  antibacterial  effects.  Chloramphenicol  should  not  be  used  when 
other  less  potentially  dangerous  agents  will  be  effective,  or  in  the  treatment  of  trivial  infections  such  as  colds,  influenza,  or  viral 
infections  of  the  throat,  or  as  a prophylactic  agent. 

Precautions:  It  is  essential  that  adequate  blood  studies  be  made  during  treatment  with  the  drug.  While  blood  studies  may  detect  early 
peripheral  blood  changes,  such  as  leukopenia  or  granulocytopenia,  before  they  become  irreversible,  such  studies  cannot  be  relied 
upon  to  detect  bone  marrow  depression  prior  to  development  of  aplastic  anemia. 

References:  (1)  Thacher,  H.  C.,  & Fishman,  L.:  J.  Maine  M.  A.  52:84,  1961.  (2)  Hopkins,  E.  W.:  Postgrad.  Med.  29:451,  1961. 
(3)  Hall,  W.  H.:  M.  Clin.  North  America  43:191,  1959.  (4)  Krugman,  $.:  Pediat.  Clin.  North  America  8:1199,  1961.  (5)  Ede,  S.; 
Davis,  G.  M„  & Holmes,  F.  H.:  J.A.M.A.  170:638,  1959.  (6)  Wolfsohn,  A.  W.:  Connecticut  Med.  22.769,  1958.  (7)  Calvy,  G.  L: 
New  England  J.  Med.  259:532,  1958.  (8)  Hendren,  W.  H„  III,  & Haggerty,  R.  J.:  J.A.M.A.  168:6,  1958.  (9)  Cutts,  M.:  Rhode 

Island  M.  J.  43:388,  1960.  (10)  Berman,  W.  E.,  & Holtzman,  A.  E.:  California  Med.  92:339, 
1960.  (11)  Vetto,  R.  R.:  J.A.M.A.  173:990,  1960.  (12)  Sia,  C.  C.  J.,  & Brainard,  S.  C..-  Hawaii 
M.  J.  17:339,  1958.  (13)  Rosenthal,  I.  M.:  CP  1777  (March)  1958.  (14)  Gaisford,  W.:  Brit.  M.  J. 

PARKS.  DAVIS  A COMPANY,  Omlroil  i2,  Michigan  1:230  1959. 
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For  dramatic  restoration 


WINSTROL 

brand  of  STANOZOLOL 


Oral  anabolic  therapy  with  the  new 
physiotonic  WINSTROL  results  in 
the  restoration  of  the  patienVs 
positive  protein  metabolism; 
confidence,  alertness  and 
sense  of  well-being. 

WINSTROL  combines  highest  potency*  with 
outstanding  tolerance,  stimulates  appetite 
and  promotes  weight  gain . . . restores  a posi- 
tive metabolic  balance.  WINSTROL  reverses 
the  catabolic  effects  of  concomitant  corti- 
costeroid or  ACTH  therapy.  WINSTROL  re- 
builds body  tissue  while  it  builds  strength, 
confidence  and  a sense  of  well-being. 


Dosage:  Usual  adult  dose,  I tablet  t.i.d.  before  or 
with  meals;  young  women,  I tablet  b.i.d.;  children 
from  6 to  12  years,  up  to  I tablet  t.i.d.;  children 
under  6 years,  V2  tablet  b.i.d.  Available  as  scored 
tablets  of  2 mg.  in  bottles  of  100.  For  best  results, 
administer  Winstrol  with  a high  protein  diet. 


Side  Effects  and  Precautions:  Prolonged  ad- 
ministration can  produce  mild  hirsutism,  acne  or 
voice  change.  In  an  occasional  patient,  edema  has 
been  observed  and  in  young  women  the  menstrual 
periods  have  been  milder  and  shorter.  These  side 
effects  are  reversible.  In  patients  with  impaired 
cardiac  and  renal  function,  there  is  the  possibility 
of  sodium  and  water  retention.  Liver  function  tests 
may  reveal  an  increase  in  bromsulphalein  reten- 
tion, particularly  in  elderly  patients.  In  such  cases, 
therapy  should  be  discontinued.  Although  Winstrol 
has  been  used  in  patients  with  cancer  of  the  pros- 
tate, its  mild  androgenic  activity  is  considered  by 
some  investigators  to  be  a contraindication. 


With  Winstrol,  patients  look  better 
...feel  stronger — because  they  are 
stronger! 
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for 

inflamed, 
infected, 
itching 
skin  lesions 


‘CORTISPORIN’OINTMENT 

brand 

anti-inflammatory  / bactericidal  / antipruritic 


• relieves  pain  and  itching 

• reduces  inflammation  and  edema 

• provides  bactericidal  action  against 
most  gram-positive  and  gram-negative 
organisms,  including  Pseudomonas 
aeruginosa 

• rarely  sensitizes 

General  Indications:  Wherever  inflam- 
mation or  infection  occurs  and  is  acces- 
sible for  topical  therapy,  as  in  burns, 
wounds,  skin  grafts;  and  plastic,  proc- 
tologic, gynecologic,  or  general  surgi- 
cal procedures. 

Dermatologic  Indications:  Atopic,  con- 
tact, stasis,  infectious  eczematoid,  and 
lichenoid  dermatitis;  neurodermatitis, 
eczema,  pyoderma;  anogenital  pruritus; 


primary  dermatoses  with  or  without  sec- 
ondary infection;  external  otitis. 
Caution:  As  with  other  antibiotic  prep- 
arations, prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. 

Available:  In  tubes  of  V2  oz.  with  appli- 
cator tip  and  Vs  oz.  with  ophthalmic  tip. 
Although  the  Vs  oz.  tube  is  intended  for 
ophthalmic  use,  it  may  be  used  topically. 

Each  gram  contains: 

‘Aerosporin’®  brand 

Polymyxin  B*  Sulfate 5,000  Units 

Zinc  Bacitracin 400  Units 

Neomycin  Sulfate  5 mg. 

(equivalent  to  3.5  mg.  Neomycin  Base) 

Hydrocortisone  10  mg.  (1%) 

Special  White  Petrolatum q.s. 

*U.S.  PAT.  NOS.  2,565,057  AND  2,695,261 


JZl  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


4A 


Arizona  Medicine 


For  your  elderly  arthritic  patients 


AN  EFFECTIVE 

GERIATRIC 

ANTIARTHRITIC 
SSENTIAL 

AFETY  ACTORS 


safely  indicated 
-even  in 

the  presence  of 

HYPERGLYCEMIA 


Pabalate-SF  may  be  prescribed  with  confidence  to  elderly  arthritics— even  in  the  presence 
of  hyperglycemia  — because  of  its  widely  recognized  Safety  Factors:  (1)  its  potassium  salts 
cannot  contribute  to  sodium  retention;  (2)  its  enteric  coating  assures  gastric  tolerance;  and 
(3)  its  use  is  free  from  the  serious  reactions  in  diabetic  patients  sometimes  noted  during 
therapy  with  steroids  or  pyrazolone  derivatives.  As  for  effectiveness,  it  has  been  found 
“superior  to  aspirin  in  the  treatment  of  chronic  rheumatic  disorders."1 


Each  persian-rose  enteric-coated  tablet  contains:  potassium  salicylate,  0.3  Gm.;  potassium 
para-aminobenzoate,  0.3  Gm.;  ascorbic  acid,  50  mg. 


1.  Ford,  R.  A.,  and  Blanchard,  K.  P.:  J.-Lancet  78:185, 1958. 


Precaution:  Occasionally,  mild  salicylism  may  impairment,  care  should  be  taken  to  avoid  ac- 
occur,  but  this  responds  readily  to  dosage  cumulation  of  salicylate  and  PABA.  Supply: 

adjustment.  In  the  presence  of  severe  renal  Bottles  of  100  and  500  enteric-coated  tablets. 


Pabalate-SF 

(the  new,  convenient  way  to  prescribe  Pabalate-Sodium  Free) 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA 
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Director  (1  year)  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Director  (1  year)  Mrs.  John  F.  Stanley  (Marian) 

1660  El  Paseo  Real,  Yuma,  Arizona 

Director  (2  years) Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  East  Eighth  Street,  Tucson,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1962-63 

American  Medical  Education  Fund.  .Mrs.  C.  Selby  Mills  (Vivian) 
1844  E.  Keim  Dr.,  Phoenix  16,  Arizona 


Bulletin  Mrs.  Elvie  B.  Jolley  (Mira) 

Box  919,  Bisbee,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  Hermann  S.  Rhu,  Jr.  (Ruth) 

2138  East  Juanita,  Tucson,  Arizona 

Community  Service  Mrs.  Robert  S.  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Convention  Chairman:  Mrs.  Boris  Zemsky  (Zora) 

Rt.  8,  Box  837,  Tucson,  Arizona 


Co-Chairman:  Mrs.  Seymour  I.  Shapiro  (Arline) 
5433  E.  Eighth,  Tucson,  Arizona 

Civil  Defense  Mrs.  Ellis  Browning  (Olive) 

2200  16th  Place,  Yuma,  Arizona 

Finance  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 

Health  Careers  Mrs.  Mayer  Hyman  (Betty) 

4776  East  Calle  Chueca,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Mental  Health  Mrs.  William  E.  Bishop  (Marion) 

211  S.  3rd  Street,  Globe,  Arizona 

Nominating  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

99  West  Northview,  Phoenix,  Arizona 


Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

Safety  Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Student  Nurse  Loan  Fund . Mrs.  Howard  M.  Purcell,  Jr.  (Pauline) 
100  E.  Ocotillo  Road,  Phoenix,  Arizona 


COUNTY  PRESIDENTS  - 1962-63 

Coconino  County  Mrs.  J.  Garland  Wood,  Jr.  (Mel) 

1215  North  Beaver  Street,  Flagstaff,  Arizona 

Gila  County  Mrs.  Ellis  L.  Pollock  (Elsie) 

Box  1745,  Miami,  Arizona 

Maricopa  County  Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  Street,  Phoenix  16,  Arizona 

Pima  County Mrs.  Juan  E.  Fonseca  (Virginia) 

Rt.  2,  Box  741,  Tucson,  Arizona 

Yavapai  County  Mrs.  Albert  O.  Daniels  (Jean) 

Box  1311,  Prescott,  Arizona 

Yuma  County Mrs.  Paul  J.  Slosser  (Betty) 

701  8th  Avenue,  Yuma,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Eduardo  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mexico 

President-Elect  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Vice-President  Dr.  Carlos  Tapia 

Blvd.  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

Secretary  for  the  United  States Dr.  Charles  Kalil 

200  East  Monterey  Way,  Phoenix,  Arizona 

Secretary  for  Mexico  Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States Dr.  Lucy  Venaetti 

2021  N.  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico  ,Dr,  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 


Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 
Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 
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Solfotori 

for  mild 9 continuous  sedation 


6xach  tablet  (or  capsule)  contains  16 
mg.  phenobarbital  blended  with  65  mg. 
Bensulfoid®.  The  Bensulfoid  is  an  inert  diluent 
present  to  permit  slow  absorption  of  the 
phenobarbital.  The  usual  dosage  is  one  tablet 
or  capsule  after  meals  and  at  bedtime.  Solfoton 
is  especially  adapted  to  prolonged  use  because 
of  its  virtual  freedom  from  depression  and 
other  side  effects.  Contra-indications:  identical 
to  those  of  gr.  phenobarbital. 

REFER  TO 

PDR 

Poythress,  White  Section , Page  808  ( 1963  edition ) 
and  Product  Identification  Section 

COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES 
SENT  UPON  REQUEST 

Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 


■ 


Arizona  Medicine 


throughout  the  wide  middle  range  of  pain  — control 

with  one  analgesic  PERCODAN  tablets 

C Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

In  a comprehensive  range  of  indications  marked  by  moderate  to  moderately 
severe  pain,  Percodan  assures  speed,  duration,  and  depth  of  analgesia  by 
the  oral  route...  acts  within  5 to  15  minutes ....  usually  provides  uninterrupted 
relief  for  6 hours  or  longer  with  just  1 tablet ...  rarely  causes  constipation . 


Formula  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homatropine  terephthalate,  224  mg.  acetyl- 
salicylic  acid,  160  mg.  acetophenetidin,  and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan 
formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all 
states  where  laws  permit.  Average  Adult  Dose — 1 tablet  every  6 hours.  Side  Effects  and  Contraindications — Al-  " 

though  generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan 
should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and 
in  those  with  blood  dyscrasias.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


CnJo 


•U.s.  Pats.  2,628,185  and  2,907,768 


from  sodoku  in  India 


to  pharyngitis  in  Arizona 


there  is  a world  of 


Whether  treating  sodoku  or  a host  of  other  infections,  physicians  throughout  the  world  continue 
to  rely  on  Terramycin  for  its  outstanding  safety,  effectiveness  and  excellent  tolerability.  Not  a 
single  case  of  phototoxic  reaction,  blood  dyscrasia  or  neurologic  disturbance  directly  attributable  to 
Terramycin  has  been  reported  in  more  than  3,000  clinical  papers  in  the  last  12  years.  In  your 
practice,  the  next  infection  you  see  will  very  likely  be  “Terra-responsive.” 

Sodoku  is  a synonym  for  the  type  of  rat-bite  fever  occurring  in  the  heavily  populated  Far  East.  The 
causative  organism  is  Spirillum  minus*  a flagellated  spirochete  easily  identified  in  dark-field  prep- 
arations by  its  quick,  darting  motility.  Besides  the  bandicoot,*  indigenous  to  India  and  Ceylon, 
other  rodents,  ferrets  and  cats  spread  the  disease.  During  the  incubation  period,  which  lasts  from 
five  to  sixty  days,  the  bite  wound*  heals,  only  to  become  inflamed  and  edematous  with  the  onset  of 
the  acute  stage.  Fever,  malaise,  and  a characteristic  purplish  maculopapular  rash  mark  the  erup- 
tion of  the  disease.  Without  treatment,  relapses  may  recur  periodically  for  four  to  six  weeks. 

* illustrated 


IN  BRIEF\The  dependability  of  Terramycin  in  daily  practice  is  based  on  its  broad  range  of  antimicrobial 
effectiveness,  excellent  toleration,  and  low  toxicity.  As  with  other  broad-spectrum  antibiotics,  overgrowth 
of  nonsusceptible  organisms  may  develop.  If  this  occurs,  discontinue  the  medication  and  institute  appro- 
priate specific  therapy  as  indicated  by  susceptibility  testing.  Glossitis  and  allergic  reactions  to  Terramycin 
are  rare.  For  complete  information  on  Terramycin  dosage,  administration,  and  precautions,  consult  pack- 
age insert  before  using.  More  detailed  professional  information  available  on  request. 


Science  for  the  world’s  well-being® 

(^fizer) 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc. 

New  York  17,  New  York 


FOR  OVERALL 
RELIEF 
IN  DRY 
ITCHY  SKIN 


SARDO 

IN  THE  BATH 


'Borota  and  Grinell1  found  that  SARDO  baths 
rehydrate,  relieve  dryness,  and  promptly  allay 
itching  over  the  entire  skin  in  elderly  patients. 
A very  fine  lubricating  film  prevents  undue  evap- 
oration of  moisture— to  help  restore  the  normal 
lipid/aqueous  balance  of  the  skin,  and  keep  it  softer,  smoother,  more 
comfortable. 


SARDO  is  the  original  high  quality,  superbly  dispersible*  bath  oil  — 
clinically  proven1-6  to  allay  xerosis  and  pruritus  in  atopic  dermatitis, 
diabetic  dry  skin,  eczematoid  dermatitis,  soap  dermatitis,  neuroderma- 
titis, etc.  Non-sensitizing,  pleasant,  non-sticky,  economical. 

SAMPLES  and  literature 

available  from...  SARDEAU,  INC.  75  East  55th  St.,  New  York  22,  N.Y. 

1.  Borota,  A.,  and  Grinell,  R.  N.:  J.  Amer.  Geriatrics  Soc.,  10:413,  1962.  2.  Spoor,  H.  J.: 
N.  Y.  State  J.  M.,  58:  3292,  1958.  3.  Lubowe,  I.  I.:  Western  Med.,  1:45,  1960.  4.  Weissberg,  G.: 
Clin.  Med.,  7:1161,  1960.  5.  Lieberman,  W.:  Amer.  J.  Proctology,  12:374,  1961.  6.  Dick,  L.  A.: 
Skin,  1:341,  1962.  *Pat.  Pend.  T.M.  © 1963  by  Sardeau,  Inc. 
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SAUNDERS 


New  (2nd)  Edition! 


Nadas  — 

Pediatric  Cardiology 

Here  is  penetrating  insight  into  the  differences  and 
peculiarities  of  diagnosis  and  treatment  of  heart  disease 
in  children  as  opposed  to  adults.  Primary  emphasis  is 
on  effective  office  management.  Topics  range  from  an- 
giocardiography to  anesthesia  for  children  with  heart 
disease.  Differential  diagnosis  of  murmurs  is  extensively 
covered.  For  such  disorders  as  acute  rheumatic  fever, 
atrial  septal  defects,  etc.,  you’ll  find  details  on:  in- 
cidence, anatomy,  physiology,  pathology,  clinical  picture, 
course  and  prognosis,  differential  diagnosis,  plus  every 
aspect  of  treatment.  For  this  New  (2nd)  Edition  recent 
refinements  in  diagnostic  techniques  are  fully  covered. 
Revised  criteria  for  surgical  intervention  and  recently 
developed  surgical  techniques  are  presented.  New,  im- 
proved electrocardiograms  are  included  among  the  new 
illustrations. 

By  Alexander  S.  Nadas,  M.D.,  F.A.C.P.,  Assistant  Clinical  Professor  of 
Pediatrics,  Harvard  Medical  School;  Cardiologist,  The  Children’s  Hos- 
pital; Physician,  Sharon  Cardiovascular  Unit,  Children’s  Medical  Cen- 
ter, Boston.  About  768  pages,  6%"  x 994",  with  about  529  figures. 
About  $16.00.  New  (2nd)  Edition  — Ready  May  1 

New  (2nd)  Edition! 

Hinshaw  and  Garland  — 

Diseases  of  the  Chest 

In  this  fully  revised  New  (2nd)  Edition,  chest  diseases 
are  presented  concisely  and  understandably  to  give  you 
thorough  step-by-step  details  of  management.  Under 
each  disease  the  authors  discuss:  background,  incidence, 
statistical  distribution,  diagnosis,  symptoms,  pathology 
and  classification,  radiologic  appearance,  treatment  and 
prognosis.  Important  sections  cover  topics  ranging  from 
bronchial  asthma,  bacterial  and  viral  pneumonia,  etc., 
to  foreign  bodies  in  the  larynx  and  tracheobronchial 
tree,  and  coccidioidomycosis.  In  this  new  edition  you’ll 
find  a completely  new  section  on  Pulmonary  Function 
and  a marked  expansion  of  the  material  on  Carcinoma 
of  the  Lung.  Many  new  chest  films  have  been  added. 
Chapters  on  bronchitis  and  emphysema  are  extensively 
re-written  and  expanded.  The  entire  book  is  up-dated 
throughout. 

By  H.  Corwin  Hinshaw,  M.D.,  Ph.D.,  D.Sc.,  Clinical  Professor  of 
Medicine;  and  L.  Henry  Garland,  M.B.,  B.Ch.,  MD.,  Clinical  Pro- 
fessor of  Radiology,  University  of  California  School  of  Medicine,  San 
Francisco.  About  800  pages,  7"  x 10",  with  about  650  illustrations  on 
312  figures.  About  $20.00.  New  (2nd)  Edition  — Ready  May! 


New  (2nd)  Edition! 

Reed  — Counseling  in 
Medical  Genetics 

This  up-to-date  New  (2nd)  Edition  is  packed  with  spe- 
cific answers  for  the  questions  your  patients  ask  you 
about  heredity.  Thousands  of  physicians  profited  from 
the  first  edition  of  Dr.  Reed’s  book.  He  gives  you  con- 
cise facts  on  the  chances  of  a disease  or  abnormality 
being  transmitted  from  parent  to  child.  Almost  every 
chapter  is  devoted  to  a common  genetic  problem. 

You’ll  find  lucid  advice  on  the  problems  of  mental 
retardation,  mongolism,  club  foot,  obesity,  convulsive 
seizures,  the  schizophrenias,  harelip  and  cleft  palate, 
the  central  nervous  system  syndrome,  disputed  patent’ 
ity,  allergies,  genetic  effects  of  radiations,  heart  diseases, 
skin  color,  etc.  Illustrative  examples  show  how  the 
information  is  used  in  actual  practice.  They  show  types 
of  requests  for  genetic  information  which  have  come  to 
the  author  from  agencies,  physicians,  parents,  etc.  The 
reply  given  to  the  questioner  and  the  follow-up  infor- 
mation obtained  later  is  included. 

Major  attention  is  paid  to  diseases  or  abnormalities  that 
appear  with  a frequency  of  better  than  one  in  1,000 
births.  The  Appendix  lists  practically  all  traits  that  may 
be  transmitted  to  children.  Dr.  Reed  gives  a reference 
for  each  one — usually  the  most  recent  authoritative 
article  known  to  him.  You’ll  find  listings  of  such  traits 
as:  adrenal  hyperplasia— Dandy-Walker  syndrome — 

pancreatitis — retinal  aplasia — W ilms’  tumor — etc. 

Recent  advances  in  the  area  of  medical  genetics  have 
required  a complete  rewriting  for  this  revision.  New 
chapters  cover  Cancers,  The  Chromosome  Break- 
through, and  the  Environment.  The  wealth  of  counsel- 
ing experience  available  to  the  author  has  grown  to 
over  2500  “cases,”  all  handled  at  the  Dight  Institute 
for  Human  Genetics. 

By  Sheldon  C.  Reed,  Pli.D.,  Director,  Dight  Institute  for  Human  Ge- 
netics, The  University  of  Minnesota.  278  pages,  594"  x 8".  About  $5.50. 

New  ( 2nd)  Edition  — Just  Ready  ! 

To  Order  Moil  Coupon  Below! 


W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 

Please  send  when  ready  and  bill  me: 


□ Reed — Counseling  in  Medical 

Genetics About  $5.50 

□ Hinshaw  & Garland — Diseases 

of  the  Chest About  $20.00 

□ Nadas — Pediatric  Cardiology About  $16.00 


Name 

Address. 
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things  considered 

in  bvondiitis — Considering  the  pattern  of  mixed  bacteria,  localized  or  diffuse 
involvement,  potential  underlying  disease,  and  the  need  to  allay  symptoms  and  ease 
respiratory /cardiac  function ...  physicians  often  include  DECLOMYCIN  demethylchlor- 
tetracycline  in  the  course  of  therapy. 


DECLOMYCIN  produces  activity  levels  higher  than  those  of  other  tetracyclines ...  at  lower 
dosage . . . and  maintains  them  during  the  entire  course  of  treatment  without  significant 
fluctuation. 

This  activity  is  prolonged  24  to  48  hours  after  the  last  dose,  helping  to  protect  against  relapse. 


the 

decision 
is  for 


Over  the  wide  range  of  everyday  infections— respiratory,  urinary  and  most  others— in  the 
young  and  the  aged— the  acutely  or  chronically  afflicted— DECLOMY  CIN  provides  the 
“extra  dimension”  in  broad  spectrum  control. 

For  adults:  Capsules,  150  mg.  and  75  mg.  For  children:  cherry-flavored  Pediatric  Drops,  60  mg./cc.,  and  cherry-flavored 
Syrup,  75  mg./5  cc.  Request  complete  information  on  indications,  dosage,  precautions  and  contraindications  from  your 
Lederle  representative,  or  write  to  Medical  Advisory  Department. 


H 


CLOMYCIN 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY  • Pearl  River,  N.  Y. 


Arizona  Medical  Association  Reports 

LEGISLATIVE  COMMITTEE 
February  3,  1963 

The  Legislative  Committee  of  The  Arizona  Medical 
Association,  Inc.,  met  February  3,  1963.  Dr.  Ben  P. 
Frissell,  chairman,  presided. 

Basic  Science  Certificates 

Presented  and  summarized  by  counsel  an  act  relating 
to  basic  science  certificates;  providing  registration  re- 
quirements for  out-of-state  applicants,  and  amending 
Section  32-424  of  the  Arizona  Revised  Statutes,  proposed 
for  introduction  in  the  House  of  Representatives  of  the 
Arizona  26th  Legislature,  First  Regular  Session.  It  was 
intended,  through  this  amendment,  to  spell  out  the 
fact  that  out-of-state  examinations  should  be  equivalent 
as  regards  scope  and  depth  and  grading  of  the  exami- 
nations (in  addition  to  being  otherwise  equivalent);  and 
further,  clarification  of  the  existing  statute  providing 
that  one  must  provide  satisfactory  proof  that  he  passed 
four  out  of  six  subjects  at  one  sitting  (a  two-thirds  ma- 
jority), now  silent  on  whether  or  not  the  same  two- 
thirds  majority  must  be  obtained  if  one  was  taking 
something  less  than  all  six  subjects  (due  to  having  been 
granted  some  reciprocity  on  subjects  from  another  state), 
the  two-thirds  rule  in  the  amendment  being  carried 
all  the  way  through. 

Primarily,  the  amendment  would  restore  the  initial 
intent  of  the  statute,  granting  reciprocity  consideration 
to  those  individuals  having  been  examined  in  the  basic 
science  subjects  by  a basic  science  board  of  the  United 
States,  the  requirement  for  which  examination,  including 
but  not  limited  to  depth  and  scope  of  subject  matter 
and  deemed  by  the  board  to  have  been  equivalent  at 
the  time  of  such  examination  to  the  requirements  of 
this  state  at  the  time  for  reciprocal  endorsement. 

It  was  moved  and  unanimously  carried  that  the  report 
presented  by  counsel  be  accepted;  that  this  committee, 
in  the  consideration  of  this  amendment  and  the  revision 
of  the  medical  practice  act,  go  on  record  expressing  that 
it  has  no  desire  to  limit  the  number  of  doctors  coming 
to  Arizona  but  rather  that  it  is  its  considered  judgment 
that  these  measures,  if  enacted,  will  increase  the  quality 
and  ability  of  those  doctors  of  medicine  that  do  come 
to  this  state;  and  that  it  be  the  recommendation  of  this 
committee  to  the  Board  of  Directors  that  the  proposed 
amendment  relating  to  basic  science  certificates  be  ac- 
cepted, approved  and  authorized  introduced  in  the  Ari- 
zona 26th  Legislature,  now  in  session,  with  active  sup- 
port. 

Medicine  and  Surgery  Aci  Revision 

Presented  and  summarized  by  counsel  was  an  act 
relating  to  medicine  and  surgery;  providing  for  continua- 
tion of  the  Board  of  Medical  Examiners,  prescribing 
powers  and  duties  of  the  board,  providing  for  licensing 
and  regulation  of  the  practice  of  medicine  and  surgery; 


prescribing  penalties,  repealing  Chapter  13,  of  Title  32, 
Arizona  Revised  Statutes,  and  amending  Title  32,  Ari- 
zona Revised  Statutes  by  adding  a new  Chapter  13,  pro- 
posed for  introduction  in  the  Senate  of  the  Arizona  26th 
Legislature,  First  Regular  Session. 

This  follows  the  previous  directive  of  the  Board  of 
Directors  authorizing  preparation  and  introduction  of 
the  revision  to  the  Medicine  and  Surgery  Act. 

It  was  moved  and  unanimously  carried  that  the  report 
presented  by  counsel  be  accepted;  and  that  it  be  the 
recommendation  of  this  Committee  to  the  Board  of  Di- 
rectors that  this,  proposed  statutory  revision  relating  to 
medicine  and  surgery  be  accepted,  approved  and  author- 
ized introduced  in  the  Arizona  26th  Legislature,  now  in 
session,  with  active  support;  and  that  the  Board  of 
Directors  be  encouraged  to  reaffirm  its  previous  position 
giving  this  measure  first  legislative  priority. 

Certification  of  Psychologists 

Presented  for  consideration  was  a proposed  act  relat- 
ing to  professions  and  occupations;  providing  for  a state 
board  of  psychologists  and  certification  of  psychologists; 
providing  penalties,  and  amending  Title  32,  Arizona  Re- 
vised Statutes,  by  adding  Chapter  19.1,  Articles  1 to  3, 
inclusive,  proposed  for  introduction  into  the  First  Regu- 
lar Session  of  the  Arizona  26th  Legislature. 

Counsel  presented  and  read  his  letter  addressed  to  the 
chairman.  Dr.  Frissell,  January  22,  1963,  setting  forth  a 
brief  review  of  the  legislation  proposed,  basically  a cer- 
tification act,  and  offering  comment.  A clear  definition 
of  the  practice  of  psychology  is  absent  from  its  consent. 
Provision  is  made  for  the  usual  board,  fees,  examinations, 
etc.,  in  order  for  one  to  be  certified  as  a psychologist  in 
Arizona;  further,  that  anyone  who  uses  the  title  “psy- 
chologist” without  being  certified  under  the  proposed  act 
is  guilty  of  a misdemeanor. 

A list  of  eighteen  United  States  and  four  areas  or 
providences  in  Canada  were  reported  as  having  psychol- 
ogy laws;  those  enacted  after  1955  being  considered  gen- 
erally “certification”  laws  (but  for  California  which  is 
a licensing  act)  and  those  earlier  than  1955  generally 
being  “licensing”  acts. 

Psychology  is  apparently  defined  into  three  main 
groups:  clinical,  counselling  and  industrial.  And  even 
beyond  this  certain  European  trained  psychologists  are 
qualified  to  do  psychoanalysis,  a field  which  people  gen- 
erally believe  is  confined  to  the  doctor  of  medicine.  This 
appears  to  be  the  difficulty  in  developing  a concise 
definition  of  the  practice  of  psychology. 

It  is  recognized,  in  the  opinion  of  the  psychology  rep- 
resentatives, that  certification  is  possibly  the  first  step 
toward  licensure  and  is  considered  most  desirable  at 
present  in  an  attempt  to  prevent  abuses  within  the  field 
of  practice,  including  but  not  limited  to  the  practice  of 
family  counsellors  and  marriage  counsellors.  It  is  their 
opinion  that  this  first  step  will  be  useful  in  preventing 
mismanagement  of  situations  where  those  who  are  truly 
mentally  or  emotionally  ill  and  need  skilled  advice  are 
given  bad  advice  by  those  without  training.  Of  course, 
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the  support  of  The  Arizona  Medical  Association  is  sought. 

Communication  by  letter  dated  January  29,  1963,  pre- 
sented by  Dr.  Otto  L.  Bendheim,  chairman  of  the  Sub- 
committee on  Mental  Health  of  the  Professional  Com- 
mittee of  this  Association  was  presented  and  read  relat- 
ing to  this  proposed  act  of  certification  of  psychologists. 

It  was  stated  that  the  bill  was  extensively  discussed 
at  a meeting  of  the  Arizona  Psychiatric  Society  held  in 
Wickenburg  and  recently  discussed  with  the  Chairman 
of  that  Society’s  Committee  on  Psychologists’  Certifica- 
tion, Dr.  Thomas  Sugars  of  Phoenix.  It  was  stated  that 
Dr.  Sugars  confirms  Dr.  Bendheim’s  opinion  which  is 
shared  by  the  majority  of  the  profession,  that  this  bill 
is  a step  in  the  right  direction. 

It  is  an  improvement  over  the  bill  introduced  in  the 
previous  legislature.  It  better  defines  the  educational 
standard  necessary  of  psychologists  who  apply  for  certifi- 
cation. It  fails  to  define  the  exact  function  of  a psy- 
chologist but,  as  pointed  out  before,  it  is  considered  al- 
most impossible  to  define  legally  and  will  have  to  be 
overcome  by  accurate  administration  of  the  bill  if  it 
should  become  law.  Dr.  Bendheim  further  stated  that 
the  great  majority  of  the  Arizona  psychiatrists  feel  that 
this  is  a step  in  the  right  direction  and  strongly  recom- 
mend the  passage  of  the  bill. 

It  was  moved  and  unanimously  carried  that  until  such 
time  as  they  (the  psychologists)  can  come  up  with  a 
satisfactory  definition  of  “psychology”  compatible  with 
our  definition  of  medical  practice  and  limitation  of  prac- 
tice that  we  take  no  action  in  this  regard  and  so  recom- 
mend to  the  Board  of  Directors. 

P.  L.  86-778  — Kerr-Mills  Implementation 

The  chairman  reviewed  activity  since  the  last  regular 
meeting  of  this  committee  relating  to  efforts  being  made 
to  effect  the  implementation  of  Public  Law  86-778,  more 
commonly  referred  to  as  the  Kerr-Mills  Statute,  enacted 
during  the  86th  Congress  of  the  United  States,  dealing 
with  medical  assistance  for  the  aged.  Many  meetings  and 
individual  contacts  have  been  made. 

Recently  there  was  introduced  into  the  House  of  the 
26th  Arizona  Legislature,  First  Regular  Session,  House 
Bill  45,  an  act  relating  to  welfare;  providing  for  medical 
assistance  for  the  aged  who  are  not  receiving  any  other 
public  assistance  from  the  State  Department  of  Welfare, 
amending  Title  46,  Chapter  2,  Arizona  Revised  Statutes, 
by  adding  Article  3.1,  Sections  46-261  to  46/268,  in- 
clusive, and  making  an  appropriation  ($310,000  including 
$10,000  for  administration)  to  the  State  Department  of 
Public  Welfare  for  the  fiscal  year  commencing  July  1, 
1963  for  the  purpose  of  carrying  out  the  provisions  of 
the  act. 

A similar  measure,  Senate  Bill  39  was  simultaneously 
introduced  in  the  Senate. 

Dr.  Frissell  further  reported  on  a joint  House-Senate 
Hearing  January  31,  1963,  for  the  purpose  of  discussing 
H.  B.  45  at  which  Drs.  Clarence  E.  Yount  Jr.,  Jesse 
E.  Hamer,  Paul  L.  Singer,  and  others  attended  in- 
cluding Mr.  John  Pompelli,  Field  Representative  of  the 
American  Medical  Association  and  Mr.  Wes  Wierson 
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representing  Arizona  Blue  Cross-Blue  Shield  Plans. 

Mr.  Wierson  presented,  in  behalf  of  Blue  Cross-Blue 
Shield,  a suggested  proposal  based  on  a cost-plus  basis 
whereby  Blue  Cross-Blue  Shield  would  administer  the 
program  and  the  state  would  pay  actual  costs  plus  a 
reasonable  operating  expense  (approximately  four  per 
cent).  Benefits  could  be  held  to  a minimum  for  the  first 
year  until  experience  could  be  accumulated. 

On  estimation  of  the  welfare  commissioner  that,  on 
the  average,  4,500  persons  would  be  eligible  for  cover 
age,  the  cost  would  run  approximately  $650,000  of  which 
the  state  would  pay  about  $310,000.  Income  limitations:, 
single,  $1,800;  family,  $2,400.  Eligibles  must  not  be 
receiving  old  age  assistance.  Pre-existing  conditions  will 
be  covered.  Nervous-mental,  tuberculosis  conditions  will 
not  be  covered. 

Benefits  would  include  21  units  in-hospital  care  per 
twelve  month  period  of  time  beginning  with  first  ad- 
mission, semi-private  in  full;  $10  toward  private  room; 
21  units  nursing  home  care  when  admitted  immediately 
following  hospital  discharge  up  to  $7  per  day;  21  units 
visiting  nurse  care,  one  visit  per  day  immediately  follow- 
ing discharge  from  hospital,  up  to  $3  per  day;  basic  sur- 
gical schedule  $250;  Series  40  in-hospital  medical  21  day; 
medical  visits  in  nursing  home,  one  visit  per  week,  maxi- 
mum three  weeks. 

It  was  further  pointed  out  that  Governor  Paul  Fannin, 
in  his  supplemental  message  before  the  26th  Arizona 
Legislature  January  29,  1963,  recommended  that  the 
Legislature  adopt  legislation  implementing  the  provisions 
of  the  Kerr-Mills  act  which  will  provide  medical  benefits 
for  Arizona  residents  over  65  years  old  who  are  not 
otherwise  eligible  for  medical  care  as  old  age  recipients 
and  who  qualify  on  the  basis  of  need. 

Scheduled  to  be  presented  during  the  luncheon  period 
was  a film  on  Kerr-Mills  Medical  Assistance  for  the 
Aged  and  an  explanation  of  its  provisions  and  benefits 
thereof. 

Dr.  Hamer  pointed  out  that  there  are  currently  four 
County  Boards  of  Supervisors  that  do  not  provide  for 
the  medically  indigent. 

It  was  moved  and  unanimously  carried  that  this  com- 
mittee recommend  to  the  Board  of  Directors  that  it  dis- 
cuss and  consider  a proposed  bill  to  be  introduced  into 
the  26th  Arizona  State  Legislature,  First  Regular  Session, 
requiring  all  counties  of  the  state  to  provide  for  the 
medically  indigent. 

John  Pompelli,  AMA  Field  Representative,  was  invited 
to  speak.  He  presented  the  national  picture  to  date  on 
implementation  of  the  Kerr-Mills  Law. 

It  was  moved  and  unanimously  carried  that  it  be  the 
recommendation  of  this  committee  to  the  Board  of  Di- 
rectors that  it  again  reaffirm  its  position,  approving  in 
principle,  implementation  of  the  Kerr-Mills  law  and 
authorize  active  support  thereof. 

Nursing  Acl 

Submitted  by  the  Arizona  State  Nurses  Association, 
Inc.,  was  a rough  draft  of  a proposed  act  relating  to 
professions  and  occupations: 
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It  provided  for  a revision  of  the  statutes  pertaining 
to  nursing;  amending  Title  32,  Chapter  15,  Article  1, 
Sections  32-1601  to  32-1603,  inclusive,  32-1606,  32-1607, 
32-1610,  and  32-1611,  Arizona  Revised  Statutes,  and 
amending  sections  32-1631,  32-1633  to  32-1635,  in- 
clusive, 32-1637  to  32-1643,  inclusive,  32-1645,  32-1666, 
and  32-1667,  Arizona  Revised  Statutes,  anticipated  to  be 
introduced  into  the  First  Regular  Session  of  the  26th  Ari- 
zona State  Legislature. 

A resume  of  the  intent  was  briefed  by  Dr.  Frissell. 
Counsel  was  requested  to  review  the  proposal,  outlining 
the  important  amendments  proposed  and  report  to  the 
Board  of  Directors. 

It  was  moved  and  unanimously  carried  that  this  com- 
mittee defer  action  in  this  matter. 

Arizona  State  Department  of  Health 

The  seven  suggested  amendments  proposed  for  in- 
troduction into  the  26th  Arizona  Legislature  through  the 
Arizona  State  Department  of  Health  were  reviewed.  Ac- 
tion by  the  committee  was  deferred  at  its  meeting  of 
December  2,  1962  pending  receipt  of  copies  of  each 
proposal.  Since  the  measures  have  not  been  presented 
for  the  further  consideration  of  this  body  to  date,  the 
committee  felt  it  was  not  in  position  to  take  action. 

Other  Business 

Communications 

The  chairman  again  presented  for  discussion  the  lack 
of  adequate  communication  between  this  committee  and/ 
or  association  and  the  component  county  medical  soci- 
eties on  discussions  and  actions  taken  specifically  deal- 
ing witli  legislative  proposals  either  supported  or  disap- 
proved. 

It  was  the  chairman’s  feeling  that,  at  least  on  occasion, 
some  legislative  bulletin  should  be  prepared  and  distrib- 
uted among  the  membership  that  they  may  be  informed 
and  may  intelligently  discuss  measures  with  their  local 
state  representatives  and  senators  when  called  upon  to 
express  the  position  of  the  association. 

It  was  reported  that  copies  of  the  minutes  of  all  com- 
mittee meetings  were  prepared  and  forwarded  to  com- 
mittee members  and  the  board  of  directors. 

No  copies  of  the  minutes  have  been  forwarded  to  the 
advisory  membership  of  this  committee. 

It  was  suggested  that  this  committee  recommend  to  the 
Board  of  Directors  that  copies  of  all  the  minutes  of  its 
proceedings  be  forwarded  to  the  advisory  membership, 
which  includes  the  fourteen  component  county  medical 
society  presidents. 

Charles  E.  Henderson,  M.D. 

Secretary 


BENEVOLENT  AND  LOAN  FUND 

COMMITTEE 

January  30,  1963 

The  Benevolent  and  Loan  Fund  Committee  of  The 
Arizona  Medical  Association,  Inc.,  met  January  30,  1963. 
Dr.  Earl  R.  Baldwin,  Chairman,  presided. 

Financial  Report 

Dr.  Baldwin  reviewed  the  financial  status  of  the  Loan 
Fund  Trust  and  indicated  a cash  balance  of  $8,222.63 
and  an  investments  balance  (outstanding  loans)  of 
$36,447.78  as  of  October  31,  1962. 

It  was  moved  and  carried  that  the  financial  report  be 
accepted. 

Valley  National  Bank  Program 
vs.  AMA-ERF  Program 

It  was  reported  that  Arizona  banking  law  would  not 
permit  any  Arizona  agencies  to  duplicate  in  this  state  a 
loan  program  as  is  currently  in  effect  by  the  American 
Medical  Association  Educational  and  Research  Founda- 
tion (AMA-ERF). 

It  was  resolved  that  the  Benevolent  and  Loan  Fund 
Committee  continue  its  current  program  of  referral  of 
applicants  to  AMA-ERF,  not  considering  loans  through 
its  balance  of  cash  funds  at  this  time. 

It  was  resolved  that  the  Benevolent  and  Loan  Fund 
Committee  recommend  to  the  Board  of  Directors  that  all 
members  of  The  Arizona  Medical  Association,  Inc.,  be 
assessed  $10  each  per  annum  as  a contribution  to  AMA- 
ERF  and  that  the  Board  of  Directors  authorize  a reso- 
lution to  that  effect  to  be  presented  to  the  1963  House 
of  Delegates. 

Loan  Program  Recommendations 

It  was  reported  for  the  record  that  the  Executive  Com- 
mittee approved  the  recommendations  of  the  Benevolent 
and  Loan  Fund  Committee  June  27,  1962  on  the  grant- 
ing of  loans  and  referral  of  applicants  to  AMA-ERF. 

It  was  moved  and  carried  that  the  Benevolent  and 
Loan  Fund  Committee  recommend  to  the  Board  of 
Directors  of  ARMA  that  $2,500  of  the  cash  balance  in 
the  loan  fund  remain  as  such  for  the  payment  of  insur- 
ance premiums  associate  with  previous  loans  granted  of 
record,  and  that  the  remaining  cash  balance  and  any 
accruals  thereto  be  invested  by  the  trustee  (Valley  Na- 
tional Bank)  in  accordance  with  the  Trust  Agreement. 

Benevolent  Fund  — Legal  Review 

The  report  of  the  legal  review  of  the  Benevolent  Fund 
of  this  association  was  reviewed. 

It  was  directed  that  counsel’s  opinion  be  forwarded 
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to  the  Board  of  Directors  of  the  association  for  its  com- 
ment and  direction. 

Communications 

Fund  Resources 

The  committee  received  a letter  from  Dr.  Dermont  W. 
Melick  on  Benevolent  and  Loan  Fund  resources  and 
other  resources  for  medical  education. 

The  committee  acknowledged  Dr.  Melick’s  letter  and 
determined  to  advise  him  of  its  recommendation  that  an 
assessment  of  the  membership  of  ARMA  be  effected 
for  medical  education  purposes  by  the  House  of  Dele- 
gates. 

Charles  E.  Henderson,  M.D. 
Secretary 


MEDICAL  ECONOMICS  COMMITTEE 
February  17,  1963 

The  Medical  Economics  Committee  of  The  Arizona 
Medical  Association,  Inc.,  met  February  17,  1963.  Dr. 
James  E.  O’Hare,  chairman,  presided. 

Old  Business 

Dr.  O’Hare  reported  on  three  actions  of  the  Medical 
Economics  Committee  in  its  December  17,  1961  meeting: 

1.  Society  develops  patient  loan  plan  (from  AMA 
News  Oct.  2,  1961) 

2.  The  Pacific  Health  Plan,  and 

3.  The  Wisconsin  Insurance  Department  Questionnaire 
(Study  of  Standard  Hospitalization  Insurance). 

The  committee  determined  to  acept  the  report  of  the 
chairman. 

The  committee  reviewed  the  file  of  record  of  the 
controversy  on  the  refusal  of  the  Equitable  Insurance 
Company  of  New  York  of  payment  for  neurological  con- 
sultations. It  determined  that  no  action  was  necessary. 

AMA  Council  on  Medical  Service  and 
Committee  on  Insurance  and  Prepayment  Plans 

The  committee  reviewed  a survey  questionnaire  from 
Dr.  John  Flack  Burton,  Chairman  of  the  AMA  Council 
on  Medical  Service,  and  Dr.  Robert  L.  Novy,  Chairman 
of  the  AMA  Committee  on  Insurance  and  Prepayment 
Plans  on  development  of  acceptable  patterns  for  evaluat- 
ing utilization  of  prepayment  and  insured  health  service 
benefits. 
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The  committee  directed  that  Dr.  Burton  and  Dr.  Novy 
be  advised  that  Arizona  has  no  committee  for  review  of 
such  benefits. 

Prepaid  Insurance 

The  committee  had  a request  to  investigate  the  possi- 
bility of  prepaid  insurance  to  be  provided  by  a combina- 
tion of  city,  county  and  state  governments  of  Arizona,  to 
take  care  of  the  indigent  and  medically  indigent. 

It  was  reported  that  the  26th  Arizona  Legislature,  First 
Regular  Session,  had  before  it  several  bills  for  these  pur- 
poses and  that  The  Arizona  Medical  Association  was 
active  in  the  hope  of  enactment  of  one  or  more  of  these 
bills.  No  further  action  was  necessary. 

Teamsters  Joint  Council  No.  16  and  Management 

The  committee  received  for  information  a report  of  the 
Teamsters  Joint  Council  No.  16  and  Management,  Hos- 
pitalization Trust  Fund  on  the  quantity,  quality  and  costs 
of  medical  and  hospital  care  secured  by  a sample  of 
Teamsters’  families  in  the  New  York  area. 

Society  of  Chartered  Property  and  Casualty  Underwriters 

The  committee  reviewed  a communication  from  the 
Society  of  Chartered  Property  and  Casualty  Underwriters 
on  recommendations  for  liaison  between  all  professional 
groups  in  Arizona,  with  particular  interest  in  the  arrange- 
ment of  interchange  of  speakers. 

It  was  resolved  that  this  item  be  referred  to  the 
Public  Relations  Committee  for  review  and  possible  re- 
sponse by  its  Speakers  Bureau. 

New  Business 

Great  American  of  Dallas 

The  committee  reviewed  communications  from  the 
Great  American  of  Dallas  Insurance  Company  which  ex- 
pressed its  interest  in  group  life  insurance  programs  for 
ARMA  members. 

It  was  resolved  that  ARMA  is  currently  committed  to 
a life  insurance  program  for  its  members  through  the 
California-Western  States  Life  Insurance  Company,  and 
is  not  in  position  to  accept  other  programs  now. 

Group  Liability 

(Malpractice  Insurance) 

The  committee  reviewed  a letter  from  Danny  T. 
Seivert,  State  Mutual  Life  Assurance  Company  of 
America,  the  John  R.  Black  Agency,  Phoenix  on  group 
liability  insurance  through  Physicians  and  Surgeons  Un- 
derwriters Corporation. 

Mr.  Seivert  was  called  for  interrogation  by  the  com- 
mittee. 

It  was  moved  and  carried  that  Mr.  Seivert  be  re- 
quested to  prepare  a complete  prospectus  for  review  of 
the  Medical  Economics  Committee  and  its  Board  of  Di- 
rectors. 

AMA  Resolution  No.  31 

The  committee  received  for  its  information  a copy 
of  AMA’s  Resolution  No.  31  adopted  by  its  House  of 
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Delegates  November  26-28,  1962  in  Los  Angeles  on  the 
development  of  programs  of  health  coverage  for  senior 
citizens-Blue  Shield  plans. 

Variable  Pension  Plans  of  America 

The  committee  reviewed  a prospectus  of  the  Variable 
Pension  Plans  of  America  of  Los  Angeles.  It  also  inter- 
viewed Mr.  George  D.  O’Mea  who  was  accompanied  by 
Mr.  Coleman,  a representative  of  the  home  office  of  the 
Bankers  National  Life  Insurance  Company.  The  proposal 
was  a comprehensive  plan  to  provide  lifetime  monthly 
retirement  income  based  on  life  insurance  with  “no 
load”  mutual  fund  investments. 

The  committee  determined  that  it  could  not  endorse 
the  program,  it  being  available  on  an  individual  basis 
through  many  of  the  investment  and  counselling  firms 
in  Arizona. 

National  Casualty  Company  of  Detroit 

The  committee  reviewed  a proposal  presented  through 
Mr.  George  B.  Littlefield  of  the  National  Casualty  Com- 
pany of  Detroit  for  a group  major  medical  expense  plan 
for  the  members  of  ARMA. 

The  committee  determined  that  it  could  not  at  present 
recommend  additional  insurance  programs  for  the  asso- 
ciation. 

Other  Business 

It  was  determined  that  a representative  of  a major 
insurance  counselling  organization  located  in  Phoenix 
should  be  invited  to  attend  the  next  scheduled  meeting 
of  the  Medical  Economics  Committee. 

Charles  E.  Henderson,  M.D. 

Secretary 


PROFESSIONAL  COMMITTEE 
January  13,  1963 

The  Professional  Committee  of  The  Arizona  Medical 
Association,  Inc.,  met  January  13,  1963.  Dr.  Robert  B. 
Leonard,  Chairman,  presided. 

Minutes 

Dr.  Orin  J.  Farness  called  attention  to  Item  6 under 
General  Medicine  in  minutes  of  Professional  Committee 
meeting  August  19,  1962,  on  examinations  of  school 
teachers.  The  minutes  referred  to  an  opinion  of  the 
Attorney  General  on  examinations  for  pulmonary  tuber- 


culosis, but  Dr.  Farness  indicated  such  opinion  to  refer 
to  physical  examinations  generally. 

It  was  moved  and  carried  that  the  minutes  be  amended 
to  correct  Item  6 under  General  Medicine  to  read, 
“.  . . examination  of  employed  school  teachers  being 
limited  by  School  Boards  to  doctors  of  the  Boards’  choos- 
ing,” deleting  the  words,  “afflicted  with  pulmonary  tu- 
berculosis.” The  minutes  were  approved  as  amended. 

Subcommittee  Reports 

Cancer 

The  subject  of  cancer  registeries  was  discussed.  Much 
interest  in  such  registries  both  from  the  national  and 
local  levels  was  indicated.  Several  tumor  registries  have 
been  set  up  in  Maricopa  County,  Pima  county,  and  pos- 
sibly in  Yuma  county  hospitals.  It  appears  that  to  receive 
accreditation  for  these  hospitals  having  tumor  registries, 
they  must  be  current  in  reportings  and  a central  state 
reporting  registry  is  necessary. 

The  Arizona  State  Department  of  Health  is  receptive 
to  the  use  of  its  IBM  department  for  posting,  sorting 
and  recording  the  information  processed. 

It  was  recommended  to  Dr.  W.  Albert  Brewer,  chair- 
man of  the  Subcommittee  on  Cancer,  that  he  consider 
that  a letter  be  forwarded  to  all  Arizona  hospitals  set- 
ting forth  the  objectives  of  such  tumor  registries  for 
determination  of  their  assistance  in  establishing  these 
objectives,  and  also  delineating  the  importance  of  their 
reporting  and  follow-up.  It  was  recommended  that  if 
Dr.  Brewer  agreed  with  the  forwarding  of  the  foregoing 
letter  and  the  timing  of  its  release,  that  he  prepare  the 
letter  and  request  assistance  from  the  State  Department 
of  Health. 

Civil  Defense  and  Safety 

Resolutions  No.  11  (Civil  Defense  or  Disaster  Training 
Programs)  and  12  (Develop  and  Coordinate  an  Effective 
Statewide  Civil  Defense  Program),  presented  to  the 
ARMA  House  of  Delegates  April  27,  1962  were  referred 
by  the  house  to  the  Professional  Committee. 

Dr.  Earl  J.  Baker  reviewed  the  resolutions  and  said 
that  the  job  should  be  done  and  apparently  the  major 
problem  was  a matter  of  funds.  The  background  on  the 
national,  Arizona  state,  and  Maricopa  county  civil  de- 
fense programs  and  allocation  of  funds  was  discussed. 

It  was  indicated  that  the  major  portion  of  funds  for 
the  subcommittee  would  be  for  travel  to  various  im- 
portant meetings  on  civil  defense  and  the  coordination  of 
programs  and  that  a reasonable  estimate  would  be  $1,000 
per  annum  for  travel  expense. 

It  was  agreed  that  the  committee  recommend  to  the 
Board  of  Directors  of  ARMA  that  it  give  consideration 
to  include  in  the  annual  budget  funds  for  transportation 
or  travel  to  meetings  for  members  of  the  various  com- 
mittees of  the  association.  Such  funds  to  be  expended 
would  be  based  on  specific  application  for  a specific 
meeting.  The  application  would  include  a written  scope 
and  a written  purpose  of  the  meeting,  along  with  the 
hoped  for  results.  The  approval  of  the  application  for 
such  funds  would  include  the  requirement  of  a complete 
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report  to  the  Board  of  Directors  or  to  this  committee  fol- 
lowing the  conclusion  of  the  meeting. 

Each  committee  of  ARMA  would  include  in  its  budget 
requests  an  expressed  amount  to  be  included  in  the  travel 
fund.  An  evaluation  of  this  type  of  program  from  year  to 
year  would  indicate  the  value  of  such  expenditures  of 
funds  to  committees. 

On  Dr.  Baker’s  recommendation,  the  Professional  Com- 
mittee determined  that  the  name  of  the  Subcommittee 
on  Civil  Defense  and  Safety  be  changed  to  “Disaster 
Medical  Care  Subcommittee,”  and  that  the  activities  of 
a Safety  Subcommittee  be  reassigned  to  another  member 
of  the  Professional  Committee. 

Dr.  Baker  requested  suggestions  for  members  of  the 
Disaster  Medical  Care  Subcommittee  from  Apache,  Gila, 
Cochise,  Graham,  Navajo,  Pinal  and  Yuma  Counties.  He 
also  requested  permission  of  the  committee  on  recom- 
mendation of  the  AMA  and  the  federal  government,  to 
include  a doctor  of  osteopathy  to  be  designated  by  the 
Arizona  Osteopathic  Association  to  sit  in  on  the  subcom- 
mittee meetings  as  an  invited  guest. 

Several  suggestions  were  proposed  to  Dr.  Baker  in- 
cluding recommendations  from  the  district  directors  of 
ARMA;  doctors  residing  and  practicing  in  the  area  of 
the  pre-positioned  disaster  hospitals;  the  Arizona  Chapter 
of  the  American  Red  Cross;  the  Arizona  Chapter  of  the 
American  Academy  of  General  Practice;  and  the  Trauma 
Committee  of  the  Arizona  Chapter  of  the  American 
College  of  Surgeons. 

A letter  from  Mr.  Frank  W.  Barton,  Secretary,  Council 
on  National  Security,  AMA,  expressed  his  desire  to  visit 
Arizona  several  times  during  1963  with  the  Disaster  Med- 
ical Care  Committee  of  ARMA. 

Dr.  Baker  said  that  he  was  in  favor  of  such  visits.  He 
said  he  hoped  that  his  statewide  subcommittee  could  be 
established  soon,  and  said  that  his  recommendations  on 
meeting  arrangements  would  be  forthcoming. 

General  Medicine 

It  was  reported  that  Dr.  Virginia  M.  Cobb  had  ac- 
cepted assignment  as  a member  of  the  Subcommittee  on 
General  Medicine  of  the  Professional  Committee  of 
ARMA. 

Dr.  Farness  reviewed  a report  of  a subcommittee  that 
is  investigating  glaucoma  detection  and  multi-screening. 
He  suggested  that  the  state  health  department  not  do 
glaucoma  screening. 

Dr.  Farness  agreed  to  write  Dr.  Webster  L.  Sage, 
Chairman  of  the  Subcommittee  on  Glaucoma,  requesting 
that  he  contact  Dr.  Lloyd  M.  Farner,  state  health  com- 
missioner, to  determine  the  health  department’s  current 
stand  on  glaucoma  screening. 

Dr.  Farness  discussed  hyperhemoglobulin  which  is  dis- 
tributed through  the  regional  Red  Cross  Blood  Centers 
and  available  on  application.  The  VIG  (Vexin  in  Globu- 
lin) is  used  for  people  exposed  to  smallpox  to  minimize 
the  infection. 

It  was  determined  to  request  Dr.  Charles  A.  L.  Ste- 
phens, Jr.,  member  of  the  Medical  Advisory  Committee 
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for  Arizona,  to  write  a report  on  the  use  of  the  hyper- 
hemoglobulin and  its  comparison  with  polio  immune 
globulin  and  its  comparison  with  polio  immune  globulin, 
and  that  he  submit  the  report  through  the  Board  of  Di- 
rectors of  ARMA  for  publication  in  ARIZONA  MEDI- 
CINE. 

Dr.  Farness  referred  to  a pamphlet  of  the  Arizona 
Committee  on  the  Employment  of  the  Handicapped, 
that  indicated  the  legal  rights  of  a person  with  epilepsy. 
It  was  pointed  out  that  any  epileptic  in  Arizona  who  is 
under  good  control  is  entitled  to  any  employment  or 
driver’s  license,  and  so  forth. 

Dr.  Farness  presented  the  subject  of  rural  health  con- 
ferences. 

It  was  determined  that  it  would  not  be  advisable  to 
participate  in  these  conferences  because  of  the  peculiarity 
of  Arizona  rural  health  compared  to  other  rural  agricul- 
tural areas. 

Dr.  Farness  reported  that  he  had  received  a communi- 
cation from  India  that  requested  information  on  setting 
up  blood  banking  systems,  and  that  the  Phoenix  and 
Tucson  Blood  Banks  had  provided  the  information  re- 
quested. 

Hospital,  Nursing  Homes,  Nursing  and  Hard  of  Hearing 

Dr.  Henry  P.  Limbacher  said  that  a result  of  a hearing 
September  28,  1962  on  proposed  revised  regulations  deal- 
ing with  the  licensing  of  nursing  homes  in  Arizona  was 
that  the  regulations  had  been  accepted  by  the  board  of 
health.  It  is  his  opinion  that  they  are  practical. 

He  said  that  a list  of  the  approved  nursing  homes  in 
Arizona  had  been  forwarded  to  Dr.  Darwin  W.  Neubauer 
for  publication  in  ARIZONA  MEDICINE,  and  that  he 
had  requested  Dr.  Farner  to  prepare  a suitable  article 
to  be  published  in  ARIZONA  MEDICINE  on  the  rules 
and  regulations. 

Dr.  Limbacher  reviewed  the  following  resolutions 
adopted  by  the  House  of  Delegates  of  the  AMA  in  Los 
Angeles  November  26-28,  1962: 

WHEREAS,  Areawide  hospital  planning  on  a vol- 
untary basis  is  recognized  as  an  important  method  of 
providing  hospital  facilities;  and 

WHEREAS,  Adequate  planning  can  decrease  the 
total  cost  of  medical  and  hospital  care;  and 

WHEREAS,  Hospital  planning  can  prevent  expen- 
sive duplication  of  hospital  and  related  health  facilities; 
and 

WHEREAS,  It  is  important  for  the  medical  pro- 
fession to  be  a major  force  in  working  with  influential 
and  responsible  citizens  from  all  areas  of  the  com- 
munity; therefore  be  it 

RESOLVED,  That  the  constituent  medical  associa- 
tions, the  component  medical  societies  and  individual 
physicians  be  encouraged  to  demonstrate  cooperation 
and  exert  leadership  in  the  formulation  and  operation 
of  these  regional  hospital  planning  bodies  and  be 
alerted  to  fight  enabling  legislation  which  would  con- 
vert this  from  a voluntary  to  a compulsory  system. 
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It  was  reported  that  the  resolution  had  been  circulated 
among  the  component  medical  societies  in  Arizona. 

Maternal  and  Child  Health 

Dr.  Hermann  S.  Rhu  requested  advice  regarding  the 
supplementing  of  his  subcommittee  membership  by  pedi- 
atricians, obstetricians  and  gynecologists  with  particular 
emphasis  on  maternal  mortality,  prenatal  mortality,  and 
morbidity  studies. 

It  was  indicated  that  the  Subcommittee  on  Maternal 
and  Child  Health  would  bring  recommendations  and 
budgetary  requests  to  the  committee  at  a supplemental 
meeting  following  a review  of  desirable  programs  in 
Arizona. 

Mental  Health 

Dr.  Leonard  reviewed  a letter  from  Dr.  Boris  Zemsky, 
secretary  of  the  Arizona  Psychiatric  Society,  recommend- 
ing that  the  Maricopa  County  General  Hospital  be  built 
on  the  state  hospital  grounds. 

Dr.  Leonard  also  read  a report  of  the  Arizona  Psychi- 
atric Society  on  its  1962  fall  meeting  in  Wickenburg 
October  20-21,  at  which  it  unanimously  supported  and 
approved  the  bill  of  certification  of  psychologists  as 
presented  by  the  Arizona  Psychologists  Association. 

The  committee  requested  that  the  chairman  of  the 
Subcommittee  on  Mental  Health  review  the  proposed 
psychologists’  licensing  act  and  make  recommendations 
to  the  Legislative  Committee. 

Rehabilitation,  Industrial  Health  and  Crippled  Children 

Dr.  Ray  Fife,  chairman  of  the  Subcommittee  on  Re- 
habilitation, Industrial  Health  and  Crippled  Children, 
reported  that  the  component  county  medical  societies  in 
Arizona  had  been  encouraged  by  letter  to  continue  active 
rehabilitation  committee  programs  in  line  with  the  “Back 
to  Work  Plan”  begun  in  1959  by  the  AMA. 

Venereal  Disease  and  Medical  Education 

Dr.  Lloyd  M.  Farner,  commissioner,  Arizona  State  De- 
partment of  Health,  presented  a report  on  hospital  and 


laboratory  reporting  of  communicable  diseases,  indicating 
Arizona  statutes  regarding  reporting  of  contagious  di- 
seases, which  states: 

A person  who  learns  of  a contagious  epidemic  or 
infectious  disease  shall  immediately  make  a written 
report  of  the  particulars  to  the  appropriate  Board  of 
Health  Department.  The  reports  shall  include  names 
and  residences  of  persons  which  are  afflicted  by  the 
disease.  If  the  person  reporting  is  the  attending  physi- 
cian, he  shall  report  on  the  condition  of  the  person 
afflicted  and  the  status  of  the  disease,  at  least  twice  a 
week. 

Dr.  Farner  described  the  rules  and  regulations  of  the 
State  Department  of  Health  on  contagious  disease  re- 
porting. 

It  was  moved  and  carried  to  recommend  to  the  Board 
of  Directors  that  the  committee  felt  that  it  was  practical 
and  sensible  to  report  findings  of  contagious,  infectious 
and  preventable  diseases  to  the  health  department,  such 
findings  to  be  referred  back  to  the  physician  for  verifica- 
tion and  diagnosis. 

Water  and  Air  Pollution 

It  was  reported  that  the  Board  of  Directors,  on  recom- 
mendation of  the  Professional  Committee,  had  trans- 
ferred matters  of  air  and  water  pollution  to  the  Profes- 
sional Liaison  Committee  for  consideration  by  its  Sub- 
committee on  Public  Health. 

The  Arizona  State  Public  Health  Department 

1963  Legislative  Program  Report 

Dr.  Farner  referred  to  legislation  which  the  State 
Board  of  Health  had  considered. 

Since  actual  drafting  of  such  legislative  proposals  and 
introduction  into  the  state  legislature  is  not  complete, 
it  was  determined  to  take  no  action  at  present. 

Charles  E.  Henderson,  M.D. 

Secretary 


New  Books,  W.  B.  Saunders  Company 

W.  B.  Saunders  Company  features  the  following  new  editions  in  its  full  page 
advertisement  appearing  elsewhere  in  this  issue: 

Counseling  in  Medical  Genetics  — Reed 

An  up-to-date  book  telling  exactly  what  you  want  to  know  about  the  chances 
of  hereditary  disability  being  passed  from  parent  to  child. 

Pediatric  Cardiology  — Nadas 

A practical  text  covering  the  entire  field  of  heart  disease  in  children. 
Diseases  of  the  Chest  — Hinshaw  and  Garland 

A useful  book  unsurpassed  for  vividness  of  illustration  and  completeness 
of  coverage. 
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HOW  TO  BE  SURE 

your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  lM  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 


For  professional  samples,  just  write  The  Bayer  Company,  Dept  112,  1450  Broadway,  New  York  18,  New  York. 
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but  it  can  help  you  relieve 
the  suffering  of  your  patient 
in  PAIN  . . . 


Thorazine  is  not  an  analgesic 

brand  of  chlorpromazine 


by  reducing  the  anxiety  and  fear 
that  intensify  pain 

by  potentiating  analgesics — enabling 
you  to  reduce  narcotic  dosage  by 
50  to  75% 

and  by  controlling  nausea  and  vomiting. 

'Thorazine'  is  particularly  useful  in 
the  severe  pain  seen  in  your  cancer, 
surgical,  and  obstetrical  patients. 

It  is  available  in  a wide  variety  of 
dosage  forms,  including  injection, 
Spansule®  sustained  release  capsules, 
suppositories,  syrup  and  tablets. 

For  prescribing  information,  please 
see  PDR  or  SK&F  literature. 
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why  let 

antihistamine  drowsiness 
leave  the  job 
half-done? 


It  makes  good  sense  to  start  your  active  allergy  patients  on  Dimetane  Extentabs.  The  response  of  a Dimetane-treated 
patient  is  eloquent  proof  that  a potent  antihistamine  doesn’t  have  to  be  a sedative,  too.  Most  types  of  allergies  respond 
quickly  — most  patients  become  symptom-free  and  stay  on  the  job  for  Dimetane  works  with  a very  low  incidence  of 
significant  side  effects.  Indeed,  as  one  double-blind  crossover  study  revealed,  with  no  greater  incidence  of  sedation 
than  placebo*  Also  available  as  conventional  tablets,  4 mg.;  Elixir,  2 mg./5  cc.;  Injectable,  10  mg./cc.  or  100  mg./cc. 

*Schiller,  1.  W.  and  Lowell,  F.  C.:  New  England  J.  Med.  261:478,  1959.  A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


CONTINUOUS  ACTION  UP  TO  10-12  HOURS 

Dimetane  Extentabs 

(brompheniramine  maleate,  12  mgj 


UNSURPASSED  RELIEF  OF  ALLERGY  SYMPTOMS 
...WITH  NO  MORE  SEDATION  THAN  PLACEBO* 


in  duodenal  ulcer  therapy 


To  dramatize  the  healing  of  peptic  ulcer,  our  photographer  burned  a “lesion”  into 
crumpled  metal  with  a blowtorch,  then  repaired  it  and  photographed  the  result. 


solid  results! 


This  is  the  kind  of  response  you  can  expect  with 
Robinul  therapy. 

Because  Robinul's  anticholinergic  action  is  so 
specific,  so  intense,  and  so  consistent,  it  pro- 
vides a favorable  internal  environment  for  ulcer 
healing. 

Positive  suppression  of  gastric  acid  volume. 

Moeller1  demonstrated  that  2 mg.  of  Robinul  de- 
creases the  volume  of  HCI  secreted  by  73%  within 
one  hour  and  85%  within  two.  Epstein2  described 
Robinul’s  “intensive  antisecretory  action"  as  “ex- 
emplary.” 

Significant  increase  in  gastric  pH.  In  his  studies 
comparing  the  effect  of  anticholinergics  on  gastric 
pH,  Sun3  found  that  the  optimum  effective  dose  of 
Robinul  “. . . produced  suppression  of  gastric  acidity 
to  pH  4.5  or  higher  in  all  16  patients  examined.” 
Posey4  reported  “an  excellent  reduction  of  gastric 
acidity  ...  in  12  of  15  patients ” 

Desirable  antimotility  effect.  Young  and  Sun5  found 
that  although  Robinul  (given  subcutaneously)  dem- 
onstrated its  ability  to  suppress  antral  motility,  a 
2 mg.  oral  dose  “did  not  affect  gastric  emptying  or 
intestinal  transit  time”  in  six  patients  with  duodenal 
ulcer. 


New  freedom  from  side  effects.  Robinul  has  shown 
that  an  anticholinergic  need  not  be  plagued  with  a 
high  percentage  of  side  effects.  Of  1705  patients 
in  clinical  investigations,  many  of  whom  were 
studied  on  above-normal  doses,  fewer  than  7% 
experienced  side  effects  of  a moderate-to-severe 
degree,  with  only  3%  requesting  discontinuance  of 
the  medication. 

PRESCRIBING  INFORMATION: 

Robinul  and  Robinul-PH  have  provided  good  to  excellent 
results  in  83.1%  of  795  reported  cases  of  peptic  ulcer. 
side  effects:  Dryness  of  mouth,  blurred  vision,  urinary 
difficulties,  and  constipation  are  seldom  troublesome  and 
may  generally  be  controlled  by  reduction  of  dosage.  Other 
unwanted  effects  such  as  rash  have  been  reported,  but 
only  very  rarely. 

precautions:  Administer  with  care  to  patients  with  incip- 
ient glaucoma.  Contraindicated  in  acute  glaucoma,  pros- 
tatic hypertrophy,  and  in  presence  of  urinary  bladder  neck 
obstruction  or  pyloric  obstruction  or  stenosis  with  signifi- 
cant gastric  retention.  Robinul-PH  is  contraindicated  in 
patients  sensitive  to  phenobarbital  or  with  advanced 
hepatic  or  renal  disease. 

REFERENCES:  1.  Moeller,  H.C.:  Ann.  New  York  Acad.  Sc.  99:158, 
Feb.  28,  1962.  2.  Epstein,  J.  H.:  Am.  J.  Gastroent.  37:295,  1962. 
3.  Sun,  D.C.  H.:  Ann.  New  York  Acad.  Sc.  99:153,  Feb. 

28,  1962.  4.  Posey,  E.  L.,  Jr.:  Am.  J.  Digest.  Dis.  7:863, 

1962.  5.  Young,  R.,  and  Sun,  D.  C.  H.:  Ann.  New  York 
Acad.  Sc.  99:174,  Feb.  28,  1962. 

A.  H.  Robins  Co.,  Inc.  Richmond  20,  Virginia 


ANTICHOLINERGIC 


Robinul 
Robinul-PH 


Brand  of  glycopyrrolate,*  1 mg.  per  tablet 


ANTICHOLINERGIC/SEDATIVE 


Glycopyrrolate,  1 mg.,  and  phenobarbital,  V*  gr.  per  tablet 


•U.  3.  PATENT  NUMBER  2,956,062 


as  it  calms  anxiety 

Brightens  mood... relaxes  tension 


While  energizers  may  stimulate  the  patient 
when  she  is  depressed  — they  often  aggravate 
her  anxiety,  tension  and  insomnia. 

And  although  tranquilizers  may  help  the 
patient  when  she  is  tense  and  anxious  — they 
often  deepen  her  depression  and  emotional 
fatigue. 

These  “seesaw”  effects  are  avoided  with 
Deprol.  It  lifts  depression  as  it  calms  anxiety— 
a balanced  action  that  brightens  the  mood,  re- 


laxes tension,  and  relieves  insomnia,  anorexia 
and  emotional  fatigue. 

Exceptionally  well  tolerated.  In  four  years  of 
clinical  use  no  liver  toxicity,  hypotension,  psy- 
chotic reactions  or  changes  in  sexual  function 
have  been  reported  with  Deprol. 

Compatible  with  therapy  for  physical  diseases. 
Deprol  does  not  complicate  specific  therapies 
for  cardiovascular,  G.I.  and  upper  respiratory 
conditions. 


Energizers 
relieve  depression 


Deprol  both  lifts  depression  and  calms  anxiety 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  may  be  increased  gradually  up  to  3 
tablets  q.i.d.  With  establishment  of  relief,  the  dose 
may  be  reduced  gradually  to  maintenance  levels. 
Composition:  1 mg.  2-diethylaminoethyl  benzilate 
hydrochloride  (benactyzine  HC1)  and  400  mg. 
meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets. 
Write  for  literature  and  samples. 


"Deprol 


^WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CD-7395 


Lifts  depression.. 


~ “I  feel  like  my  old  self  again!”  Thanks  to  your 

balanced  Deprol  therapy,  her  depression  has  lifted  and  her  mood 
has  brightened  up  — while  her  anxiety  and  tension  have  been  calmed  down, 
She  sleeps  better,  eats  better,  and  normal  drive  and  interest 
have  replaced  her  emotional  fatigue. 


prompt 

4 way 
check  of 
diarrhea 


u0  Curbs  excessive  peristalsis 
Adsorbs  toxins  and  gases 
v0  Soothes  inflamed  mucosa 
v0  Provides  intestinal  antisepsis 


ANTIDIARRHEAL 


FORMULA:  Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine  U.S.P. ...  2 Gm. 

Pectin  N.F 225  mg. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  ...0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment: reduce  dosage  as  diarrhea 
subsides. 

Children:  Vi  teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


TRADEMARK 


EFFECTIVE 


I laboratories! 
New  York  18,  N.  Y. 


Before  prescribing  be  sure  to 
consult  Winthrop’s  literature 
for  additional  information 
about  dosage,  possible  side 
effects  and  contraindications. 


SUPPLIED:  Bottles  of  16  fl.  oz.  [raspberry  flavor,  pink  color) 

Exempt  Narcotic.  Available  on  Prescription  Only. 
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advancing 

or  complicated 
hypertension 
responds  to 


with  STEP-BY-STEP  reduction  (no  sudden 
drops1'4)  of  elevated  blood  pressure  □ re- 
lief of  associated  headache,3-4  dizziness,2'4 
edema,2'5 anxiety  and  tension1  □ simplified 
dosage  (twice  daily)... long-term  economy 

(With  new  Naquival  there  are  no  reported  toxic  effects,1  s side 
effects  are  minor  and  infrequent,1-5  and  salt  restriction15  or 
added  potassium1  is  rarely  needed.) 

Supplied:  Naquival  Tablets,  containing  4 mg.  trichlormethiazide 
and  0.1  mg.  reserpine,  bottles  of  100. 

References:  (1)  Ernst,  E.  M.=  Current  Therap.  Res.  3:167,  1961. 
(2)  Starling,  R.  J.:  J.M.A.  Georgia  50:442,  1961.  (3)  Sprogis,  G.  R.: 
Current  Therap.  Res.  3:393,  1961.  (4)  Coffee,  H.  L.=  Clin.  Med. 
69:1561, 1962.  (5)  Mattey,  W.  E.:  Indust.  Med.  31:33, 1962. 


Reduces  elevated  blood  pressure 
while  providing  symptomatic  re- 
lief...permits  more  normal  activ- 
ities...liberalizes  salt  intake. ..in 
severe  hypertension,  potentiates 
other  antihypertensives. ..as  a di- 
uretic, controls  edema  with  mini- 
mal, once-daily  dosage. 

Supplied:  Naqua  Tablets,  2 and  4 mg.,  scored,  bot- 
tles of  100  and  1000. 

For  complete  details  concerning  Naquival  and 
Naqua,  consult  Schering  literature  available  from 
your  Schering  Representative  or  Medical  Services 
Department,  Schering  Corporation,  Bloomfield,  N.  J. 


Jostle  a peck  of  potatoes  long  enough 
and  the  little  ones  will  fall  to  the  bot- 
tom; the  big  ones  work  their  way  to  the 
top.  So  do  the  larger  particles  of  an 
admixture  of  powdered  chemicals.  Un- 
less steps  are  taken  to  keep  particle 
sizes  uniform,  the  active  ingredients  will 


not  be  evenly  dispersed  throughout  an 
excipient.  That  is  why  Lilly  pharma- 
ceutical chemists  establish  precise  speci- 
fications; maintain  rigid  controls.  A few 
more  steps  are  added  and  the  cost  is 
slightly  increased,  but  priceless  uniform- 
ity is  assured  in  the  finished  product. 


Eli  Lilly  and  Company  • 


Indianapolis  6,  Indiana , U.S.  A. 
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Diffuse  Osteosclerosis 

Osteoesclerosis  Difusa 

James  D.  Nauman,  M.D. 

4 Osleosclerosis  is  usually  first  detected  in  radiographic  studies.  The 
If  causes  are  varied  and  Dr.  Nauman  reviews  the  five  leaders.  Fluoride 
||  sclerosis  is  not  uncommon  in  Arizona.  The  State  Health  Department  (1958) 
ft  reported  tests  from  over  900  water  samples  (well  and  spring)  slate-wide 
|j  and  found  20  per  cent  with  more  than  0.8  parts  per  million  fluoride  con- 
||  tent.  Samples  from  Dragoon  and  Wilcox  lead  the  parade  with  10  and  11 
|i  ppm.  A bone  survey  correlated  with  these  findings  would  be  informative, 
ft  Vegetables  cooked  in  these  fluoride  waters  carry  even  a higher  content. 
i|  The  USPHS  recommends  0.8  parts  per  million  as  the  optimum  fluoride 


||  content  for  a water  supply. 

THE  purpose  of  this  presentation  is  to  call  at- 
tention to  five  pathologic  conditions  which 
may  produce  a diffuse  sclerosis  in  the  skeletal 
system,  and  to  discuss  briefly  the  roentgeno- 
graphic  picture  in  those  processes.  Only  those 
disease  entities  leading  to  increased  density  of 
all  or  a major  part  of  the  skeleton  will  be  con- 
sidered here. 

At  times  a particular  lesion  may  be  suspected 
clinically  by  the  presence  of  such  symptoms  as 
bone  pain,  deformity,  or  fracture  resulting  from 
minimal  trauma,  but  often  the  generalized  osteo- 
sclerosis is  discovered  incidentally  on  films  of 
the  chest,  abdomen,  or  other  part  exposed  for 
other  purposes.  These  conditions  may  thus  be 
encountered  by  physicians  in  all  fields  of  medi- 
cine employing  roentgenology  as  a diagnostic 
method. 

The  five  disease  entities  to  be  discussed  are: 
Paget’s  disease,  osteopetrosis,  myelofibrosis,  os- 
teoplastic metastatic  carcinoma,  and  fluoride 
osteosclerosis. 

Paget's  Disease 

Paget’s  disease  is  an  affliction  of  obscure  eti- 
tology  affecting  3 or  4 per  cent  of  the  popula- 
tion over  45  years  of  age,  relatively  more  com- 

Presented  at  the  annual  meeting,  the  Medical  Society  of  the 
United  States  and  Mexico,  December  7,  1961,  Hermosillo, 

Mexico. 

St.  Mary’s  Hospital,  Tucson,  Arizona. 

Spanish  translation  by  Dr.  Elizabeth  Gavitt,  Tucson,  Arizona. 


EL  proposito  de  este  trabajo  es  llamar  la  aten- 
cion  a cinco  condiciones  patologicas  que  pue- 
den  producir  una  esclerosis  difusa  del  sistema 
esqueletico,  y diseutir  brevemente  el  cuadro 
roentgenografico  en  esos  procesos.  Solo  esas 
enfermedades  conducientes  al  aumento  de  den- 
sidad  de  todo  o la  mayor  parte  del  esqueleto 
seran  consideradas  aqui. 

Algunas  veces  una  lesion  particular  puede 
ser  sospechada  clinicamente  por  la  presencia 
de  sintomas  como  dolar  de  huesos,  deformidad 
o fractura  causada  por  un  trauma  minimo;  por 
el  contrario  frecuentemente  la  osteoesclerosis 
generalizada  es  descubierta  incidentalmente  en 
radiografias  del  pecho,  abdomen,  u otra  parte 
del  cuerpo  examinada  con  otros  propositos.  Es- 
tas  condiciones  asi  pueden  ser  encontradas  por 
doctores  en  todos  los  campos  de  medicina  que 
emplean  la  roentgenologia  como  un  metodo  de 
diagnostico. 

Las  cinco  entidades  que  se  van  a diseutir  son: 
enfermedad  de  Paget,  petrosis  osea,  fibrosis  de 
la  medula  osea,  carcinoma  metastatico  osteo- 
plastico  y osteoesclerosis  causada  por  fluoruros. 

Enfermedad  de  Paget 

La  enfermedad  de  Paget  es  una  afliceion  de 
etiologia  obscura  que  afecta  del  3 al  4 por  cien- 
to  de  la  poblacion  de  mas  de  45  anos  de  edad, 

Presentado  a la  reunion  anual  de  la  Sociedad  Medica  de  los 
Estados  Unidos  de  Norteamerica  y Mexico,  7 diciembre  de 
1961,  Hermosillo,  Sonora. 

St.  Mary’s  Hospital,  Tucson. 

Traducido  al  espaiiol  por  Dr.  Elizabeth  Gavitt,  Tucson. 
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mon  in  the  male.  There  appears  to  be  a familial 
tendency  in  this  disease. 

Paget’s  disease  may  involve  any  bone  in  the 
body,  but  it  is  most  commonly  found  in  the 
pelvis,  femora,  skull,  tibia,  and  vertebrae.  The 
disease  process  is  fundamentally  a destructive 
one,  an  unknown  stimulus  resulting  in  osteo- 
clastic resorption  of  bone  trabeculae  and  walls 
of  the  haversian  canals. 

Subsequently  there  is  a reparative  phase  with 
fibrosis  and  osteoblastic  activity.  New  bone  is 
formed,  but  there  is  continued  resorption,  the 
new  bone  being  destroyed  and  regenerated 
many  times  in  an  irregular  fashion.  Periosteal 
new  bone  formation  occurs,  with  cortical  thick- 
ening and  resultant  widening  of  the  bone. 

The  destructive  phase  is  seen  on  X-rays  as 
an  area  of  radiolucency  in  the  bone,  the  in- 
volved portion  of  the  bone  sharply  demarcated 
from  the  normal  osseous  tissue.  The  stimulus  of 
stress  due  to  weight-bearing  or  muscle  pull  rap- 
idly results  in  osteogenesis  in  most  instances, 
the  trabeculae  becoming  thickened  and  sclerot- 
ic, the  cortex  widened  and  dense. 

Bones  increase  in  size,  and  while  their  density 
and  massiveness  suggest  strength,  they  are  ac- 
tually weak,  subject  to  deformity  and  pathologic 
fracture.  Bowing  of  long  bones  results  from 
weight-bearing,  affected  femora  curving  later- 
ally and  tibiae  anteriorly,  corresponding  to  ten- 
sile forces.  Pathologic  fractures  are  characteris- 
tically incomplete,  but  trauma  may,  of  course, 
result  in  complete  transverse  fractures. 

There  is  a tendency  toward  incomplete  heal- 
ing of  these  fractures  with  scant  callus  forma- 
tion. Osteogenic  sarcoma  occasionally  arises  in 
Paget’s  bone,  the  incidence  reported  at  from  5 
to  14  per  cent. 

In  the  skull,  the  destructive  phase  is  pro- 
nounced and  prolonged  due  to  the  absence  of 
stress  (osteoporosis  circumscripta).  In  the  re- 
parative phase  patchy  sclerosis  appears  within 
the  lytic  area,  particularly  near  the  inner  table. 
Periosteal  new  bone  forms  on  the  outer  table, 
enlarging  the  calvarium,  but  the  outer  table  is 


relativamente  mas  comun  en  el  hombre,  y par- 
ece  haber  una  tendencia  familiar  en  esta  en- 
fermedad. 

La  enfermedad  de  Paget  puede  afectar  cual- 
quier  hueso  del  cuerpo,  pero  es  mas  comun  en 
la  pelvis,  femur,  craneo,  tibia  y en  las  vertebras. 
El  proceso  es  fundamentalmente  destructive, 
un  estimulo  desconocido  causando  reabsorpeion 
osteoclastica  de  las  trabeculas  oseas  y las  par- 
edes  de  los  canales  Haversionos. 

Subsecuentemente  hay  una  fase  reparativa 
de  fibrosis  y actividad  osteoblastiea.  Hay  forma- 
cion  de  nuevo  tejido  oseo,  pero  la  reabsorpeion 
continua  de  tal  manera  que  el  nuevo  hueso  es 
destruido  y regenerado  muchas  veces  en  una 
forma  irregular.  Oeurre  nueva  formacion  peri- 
ostea de  hueso,  con  engrosamiento  cortical  tray- 
endo  por  resultado  el  ensanchamiento  del  hueso 
mismo. 

La  fase  destructiva  se  ve  en  los  rayos  X como 
una  area  de  desminuida  opacidad  osea,  estando 
la  porcion  afectada  claramente  limitada  del 
tejido  oseo  normal.  El  estimulo  que  resulta  de 
sostener  el  peso  del  cuerpo  o de  la  traccion 
muscular  rapidamente  da  lugar  a nueva  forma- 
cion osea  en  la  mayoria  de  los  casos,  las  trabe- 
culas se  esclerosan  y engruesan,  y la  corteza  se 
hace  mas  ancha  y densa. 

Los  huesos  aumentan  de  tamano,  y aunque 
su  densidad  y dimensiones  sugieren  resistencia, 
son  realmente  debiles,  sujetos  a deformidad  y 
fracturas  patologicas.  El  soporte  del  peso  del 
cuerpo  resulta  en  encorvamiento  de  los  huesos 
largos,  el  femur  se  encorva  lateralmente  y la 
tibia  anteriormente,  de  acuerdo  con  las  fuerzas 
de  tension.  Estas  fracturas  son  generalmente  in- 
completas,  pero  el  trauma  puede  por  supuesto 
ocasionar  fracturas  transversales  completas. 

Hay  una  tendencia  a la  formacion  de  poco 
callo  oseo  v la  incompleta  cicatrizacion  de  estas 
fracturas.  El  sarcoma  osteogenico  se  origina  en 
un  5 a 14  por  ciento  de  los  casos  de  Enfermedad 
de  Paget. 

En  el  craneo,  la  fase  destructiva  es  muy  pro- 
nunciada  y de  larga  duracion  debido  a la  falta 
del  estimulo  de  esfuerzo  (osteoporosis  circun- 
scrita).  En  la  fase  reparativa  focal  esclerosis 
aparece  en  las  areas  destructivas,  particular- 
mente  cerca  de  la  tabla  interna.  El  periosteo  de 
la  tabla  externa  forma  nuevo  hueso  aumentando 
el  tamano  del  craneo,  sin  embargo  la  tabla  ex- 
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thinned  through  the  resorption  of  the  diploic 
surface.  The  typical  Paget’s  skull  in  the  repara- 
tive phase  thus  has  a thin  outer  table,  a wide 
diploic  space,  a dense  inner  table,  and  patches 
of  sclerosis  within  a circumscribed  area  of  ra- 
diolucency. 

In  summary,  the  osteosclerosis  of  Paget’s  dis- 
ease is  characterized  by  dense  thickened  trabe- 
culae and  cortex  of  cancellous  bone  with  in- 
crease in  size;  long  bones  are  thickened  and 
dense,  the  medullary  canal  may  be  narrowed 
or  obliterated,  and  there  is  often  bowing  or 
pathologic  fracture. 

Osteopetrosis 

(Albers-Schoenberg  Disease;  Marble  Bones) 

The  etiology  of  this  condition  is  also  un- 
known. There  is  a definite  familial  predisposi- 
tion, but  sporadic  cases  occur  as  well.  There 
appears  to  be  an  absence  of  marrow  vascularity 
causing  persistence  of  the  calcified  cartilaginous 
matrix  which  is  normally  destroyed  during 
growth.  The  normal  remodeling  process  thus 
does  not  occur.  The  disease  usually  occurs  very 
early  in  life,  and  has  actually  been  diagnosed 
in  utero  in  several  cases. 

The  entire  skeleton  is  usually  involved,  except 
that  usually  only  the  base  of  the  skull  is  sclerot- 
ic. There  is  a strikingly  uniform  increase  in  bone 
density  with  complete  loss  of  normal  trabecular 
detail.  Spongiosa  and  cortex  are  indistinguish- 
able, the  densely  calcified  homogeneous  bone 
having  a chalky  appearance  on  roentgenograms. 

Clubbing  of  the  distal  femora  and  proximal 
humeri  indicates  the  lack  of  remodeling  nor- 
mally occurring  with  resorption  of  primary  bone 
trabeculae.  At  times  the  phalanges  and  ends  of 
the  long  bones  show  alternating  horizontal 
bands  of  sclerotic  and  normal  bone,  and  con- 
centric rings  of  alternating  normal  and  sclerotic 
bone  may  be  seen  in  the  carpal  and  tarsal 
bones.  These  suggest  periods  of  remission  of 
the  process  during  bone  growth. 

Extensive  mineralization  with  deficient  mat- 
rix renders  the  bones  extremely  brittle,  patho- 
logic fractures  being  a common  occurrence. 


Original  Articles 

terna  se  adelgaza  debido  a la  reabsorpcion  del 
tejido  esponjoso.  Asi  pues  el  craneo  tipico  de  la 
Enfermedad  de  Paget  presenta  una  tabla  ex- 
terna delgada,  un  espaeio  diploico  ancho,  una 
tabla  interna  densa,  y areas  de  esclerosis  dentro 
de  un  area  de  radiolucidez  bien  demarcada. 

En  resumen,  la  osteoeselerosis  de  Paget  se 
caracteriza  por  trabeculas  densas  y gruesas  y 
una  corteza  de  hueso  canceloso  de  gran  tamano; 
los  huesos  largos  estan  engrosados  y densos,  el 
canal  medular  puede  estar  angosto  u obliterado, 
y encorvamiento  o fractura  patologica  resultan 
frecuentemente. 

Osteoeselerosis  Condensante  Generalizada 

(Enfermedad  de  Albers-Schoenberg;  Huesos 
de  Marmol) 

La  etiologia  de  esta  condicion  tampoco  es 
conocida.  Hay  sin  duda  una  predisposicion  fa- 
miliar, pero  casos  esporadicos  tambien  ocurren. 
Parece  haber  ausencia  de  vascularidad  medular 
causando  persistencia  de  la  matriz  cartilaginosa 
calcificada  que  normalmente  desaparece  duran- 
te el  crecimiento.  Asi  pues  el  proceso  de  mod- 
elado  normal  no  toma  lugar.  La  enfermadad 
generalmente  ocurre  en  una  edad  temprana  y 
aun  ha  sido  diagnosticada  en  utero  en  algunos 
casos. 

Envuelve  todo  el  esqueleto,  pero  caracteris- 
ticamente  solo  la  base  del  craneo  esta  esclero- 
tica.  Hay  una  marcada  uniformidad  en  el  au- 
mento  de  la  densidad  osea  con  perdida  com- 
pleta  de  detalle  trabecular  normal.  La  espon- 
josa  y la  corteza  no  se  pueden  distinguir,  y el 
hueso  densamente  y uniformemente  calcificado 
tiene  apariencia  de  gis  en  la  radiografia. 

El  achatamiento  de  la  porcion  distal  del  fe- 
mur y de  la  porcion  proximal  del  humero  in- 
dica  la  falta  del  remodelado  que  normalmente 
ocurre  por  medio  de  la  reabsorpcion  de  las 
trabeculas  oseas  primarias.  Algunas  veces  las 
falanges  y las  extremidades  de  los  huesos  largos 
muestran  bandas  horizontales  de  esclerosis  al- 
ternando  con  hueso  normal,  y anillos  concen- 
tricos  de  hueso  esclerotico  alternando  con  hueso 
normal  pueden  verse  en  los  huesos  del  carpo  y 
del  tarso  que  sugieren  periodos  de  remision 
del  proceso  durante  el  crecimiento  oseo. 

La  extensa  mineralizacion  y la  deficiente  ma- 
triz osea  hacen  los  huesos  muy  quebradizos,  y 
las  fracturas  patologicas  son  de  ocurrencia  co- 
mun.  Los  huesos  cicatrizan  con  formation  de 
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These  heal  with  normal  callus  formation.  In- 
creased density  of  the  spongiosa  with  oblitera- 
tion of  the  marrow  cavity  results  in  decreased 
marrow  hematopoiesis  in  involved  bones,  giving 
rise  to  anemia  and  extramedullary  hematopoie- 
sis in  the  spleen,  liver,  lymph  nodes,  and  other 
organs.  Hepatosplenomegaly  may  then  be  pres- 
ent. Other  complications  of  osteopetrosis  in- 
clude narrowing  of  the  optic  foramina  and  in- 
ternal auditory  meatus  with  impairment  of  vis- 
ion and  hearing. 

Myelofibrosis  (Myelosclerosis) 

This  condition  is  characterized  by  fibrous  re- 
placement of  bone  marrow  and  consequent  ex- 
tramedullary hematopoiesis,  particularly  in  the 
spleen.  It  occurs  in  the  two  sexes  about  equally, 
usually  in  those  past  middle  age.  Several  etiol- 
ogies have  been  suggested.  Exposure  to  benzene 
and  other  marrow  toxins  has  been  a possible 
factor  in  a number  of  patients,  and  10  to  20  per 
cent  of  cases  of  polycythemia  vera  are  reported 
to  terminate  as  myelofibrosis. 

There  is  at  times  association  of  myelofibrosis 
with  chronic  myelocytic  leukemia,  the  cause- 
and-effect  relationship  being  poorly  defined. 
Cases  of  agnogenic  myeloid  metaplasia,  a re- 
fractory anemia  with  pancytopenia  and  extra- 
medullary hematopoiesis,  may  subsequently 
show  myelofibrosis,  often  with  islands  of  hyper- 
cellularity  in  the  fibrous  marrow. 

At  least  50  per  cent  of  patients  with  myelo- 
fibrosis develop  a diffuse  osteosclerosis  due  to 
thickening  of  bone  trabeculae  and  formation  of 
new  trabeculae  in  some  cases.  There  is  usually 
no  periosteal  thickening,  the  bones  showing  no 
enlargement  or  deformity,  and  there  is  no  tend- 
ency for  pathologic  fractures  to  occur.  Sclerosis 
is  most  marked  in  cancellous  bone:  pelvis,  ribs, 
scapulae,  clavicles,  and  metaphyseal  ends  of 
femora  and  humeri. 

The  usual  roentgen  picture  is  one  of  diffuse 
increase  in  bone  density  with  preservation  of 
normal  trabecular  structures.  Only  in  far  ad- 
vanced cases  do  patches  of  confluent  density 


callo  normal.  El  aumento  de  densidad  del  tejido 
esponjoso  y la  obliteration  de  la  medula  traen  por 
resultado  una  disminucion  en  la  actividad  hema- 
topoyetica  de  los  huesos  afectados  dando  lugar 
a la  produccion  de  anemia  y hematopoiesis  ex- 
tramedular  en  el  bazo,  el  higado,  los  ganglios 
linfaticos,  y otros  organos.  Asi  que  puede  haber 
hepato  y esplenomegalia.  Entre  las  complica- 
ciones  de  la  osteopetrosis  hay  que  incluir  el 
estrechamiento  del  agujero  optico  y el  meato 
auditorio  interno  con  dificultad  en  la  vision  y 
el  oido. 

Mielofibrosis  (Mieloesclerosis) 

Esta  condition  se  caracteriza  por  el  reem- 
plazamiento  de  la  medula  osea  por  tejido  fi- 
broso  el  cual  ocasiona  hematopoyesis  extramed- 
ular,  sobre  todo  en  el  bazo.  Ocurre  igualmente 
en  ambos  sexos  de  preferencia  en  la  segunda 
mitad  de  la  vida.  Varias  etiologias  han  sido 
sugeridas.  El  benzeno  y otras  substancias  toxi- 
cas  para  la  medula  han  sido  probables  factores 
en  un  buen  numero  de  pacientes,  y del  10  al  20 
por  ciento  de  los  casos  de  policitemia  vera  ter- 
minal! como  casos  de  mielofibrosis. 

Algunas  veces  la  mielofibrosis  coexiste  con  la 
leukemia  mielogena  cronica,  pero  la  relation  de 
causa  a efecto  es  poco  definida.  Casos  de  meta- 
plasia mieloide  de  origen  desconocido,  con  ane- 
mia refractoria  al  tratamiento  y con  hematopoy- 
esis extramedular,  pueden  subsecuentemente 
mostrar  mielofibrosis,  y con  frecuencia  se  ven 
islas  de  hipercelularidad  en  el  tejido  fibroso  de 
la  medula. 

Por  lo  menos  el  50  por  ciento  de  los  pacien- 
tes de  mielofibrosis  desarrollan  una  osteoesclero- 
culas  oseas  y a la  formation  de  nuevas  trabeculas 
en  algunos  casos.  Generalmente  el  periosteo  no 
esta  engrosado,  y los  huesos  no  muestran  au- 
mento de  tamano  o deformidad  y no  hay  ten- 
dencia  a la  produccion  de  deformidad,  y no  hay 
tendencia  a la  produccion  de  fracturas  patologi- 
cas.  La  esclerosis  es  mas  marcada  en  los  huesos 
cancelosos:  pelvis,  costillas,  escapula,  clavicu- 
las,  y los  extremos  metafisarios  del  femur  y del 
humero. 

Generalmente  el  cuadro  roentgenologico 
muestra  un  aumento  difuso  de  la  densidad  del 
hueso  y preservation  de  la  estructura  trabecular 
normal.  Solamente  en  los  casos  demasiado  avan- 
zados  se  ven  confluentes  areas  de  densidad  que 
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distort  the  trabecular  pattern.  Splenomegaly  is 
almost  invariably  present,  reflecting  extramed- 
ullary hematopoiesis,  and  is  often  quite 
marked.  Hepatomegaly  sometimes  occurs  as 
well. 

Clinically,  most  patients  have  symptoms  re- 
ferable to  anemia,  and  may  show  a bleeding 
tendency.  Abdominal  pain  may  result  from  the 
splenomegaly. 

Osteoplastic  Metastatic  Neoplasm 

When  certain  types  of  tumors  metastasize  to 
the  skeleton,  the  presence  of  the  tumor  cells 
stimulates  osteoblastic  activity  with  the  produc- 
tion of  new  bone.  Carcinoma  of  the  prostate  is 
probably  the  most  common  source  of  osteo- 
plastic metatases,  but  other  tumors  such  as 
breast  carcinoma,  carcinoid,  seminoma,  and 
bronchogenic  carcinoma  rarely  may  show  this 
type  of  distant  spread. 

It  has  been  stated  that  tumors  with  this  type 
of  bony  metastases  are  generally  of  a lower  or- 
der of  malignancy  than  those  with  purely  de- 
structive secondary  lesions. 

The  pelvis  and  vertebrae  are  most  commonly 
involved,  with  the  skull,  ribs,  and  proximal 
femora  and  humeri  also  affected  at  times.  Small 
foci  of  sclerosis  appear  in  the  involved  bone, 
obscuring  the  trabeculae.  These  coalesce  as 
they  increase  in  size,  and  eventually  the  bone 
shows  a diffuse  patchy  increase  in  density  with 
distortion  of  trabecular  architecture.  Occasion- 
ally the  periosteum  is  invaded  by  tumor  cells, 
resulting  in  periosteal  new  bone  formation  and 
consequent  widening  of  a segment  of  bone,  usu- 
ally one  of  the  superior  pubic  rami. 

Often,  chiefly  with  metastases  from  sources 
other  than  the  prostate,  mixed  osteolytic  and 
osteoplastic  lesions  are  seen.  Pathologic  frac- 
tures are  then  likely  to  occur.  When  the  bone 
destruction  is  marked,  alkaline  phosphatase 
levels  may  go  up.  High  acid  phosphatase  levels 
in  the  serum  are  usually  present  with  prostatic 
carcinoma  metastatic  to  bone. 

Fluoride  Osteosclerosis 

Studies  of  population  groups  in  geographic 
regions  having  high  concentrations  of  fluoride 
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destruyen  la  apariencia  trabecular.  Ia  espleno- 
megalia  casi  siempre  esta  presente  como  mani- 
festacion  de  la  hematopoyesis  extramedular,  y 
algunas  veces  es  muy  marcada.  Hepatomegalia 
ocurre  tambien  algunas  veces. 

Clinicamente  la  mayoria  de  los  pacientes 
tiene  sintomas  de  anemia  y pueden  presentar 
tendencia  de  sangrado.  El  dolor  abdominal 
puede  deberse  a la  esplenomegalia. 

Neoplasma  Metastatico  Osteoplastico 

La  presencia  de  celulas  tumorales  de  las  le- 
siones  metastaticas  de  cierto  tipo  de  tumores 
estimula  la  aetividad  osteoblastica  con  produc- 
cion  de  hueso  nuevo.  El  cancer  de  la  prostata 
es  la  causa  mas  comun  de  metastasis  osteoplas- 
tica,  pero  otros  tumores,  por  ejemplo  el  cancer 
de  pecho  carcinoide,  seminoma  y carcinoma 
broncogenico  raramente  pueden  presentar  este 
tipo  de  lesion  metastatica. 

Se  ha  dicho  que  los  tumores  que  dan  lugar  a 
este  tipo  de  metastasis  osea  son  de  menor  malig- 
nidad  que  los  que  ocasionan  lesiones  secundari- 
as  destructivas. 

Las  lesiones  se  encuentran  mas  csomunmente 
en  la  pelvis  y las  vertebras,  y algunas  veces 
tambien  atacan  el  craneo,  las  costillas  y las  ex- 
tremidades  proximales  del  femur  y del  hiimero. 
Pequerios  focos  de  esclerosis  aparecen  en  el 
hueso  afectado,  obscurenciendo  las  trabeculas. 
Estas  coalescen  a medida  que  aumentan  de  ta- 
mafio;  y eventualmente  el  hueso  muestra  un 
aumento  difuso  e irregular  de  la  densidad  y 
distorsion  de  la  arquitectura  trabecular.  Oca- 
sionalmente  el  periosteo  es  invadido  por  celulas 
tumorales  trayendo  por  resultado  nueva  forma- 
cion  de  hueso  con  el  correspondiente  ensanch- 
amiento  de  un  segmento  del  hueso,  general- 
mente  uno  de  los  rami  piibicos  superiores. 

Lesiones  tanto  osteoliticas  como  osteoblasti- 
cas  se  encuentran  frecuentemente,  sobre  todo  cu- 
ando  la  fuente  de  origen  se  encuentra  en  or- 
ganos  distintos  de  la  prostata.  En  estos  casos 
pueden  ocurrir  fracturas  patologicas.  Cuando 
hay  marcada  destruction  osea  el  nivel  de  fos- 
fatasa  alkalina  sube.  En  el  caso  de  carcinoma 
prostatico  con  metastasis  oseas  el  nivel  de  la 
fosfatasa  acida  esta  elevado. 

Osteoesclerosis  Fluorica 

Estudios  hechos  de  la  poblacion  de  regiones 
geograficas  que  tienen  altas  concentraciones  de 
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in  the  domestic  water  supplies  have  revealed 
that  certain  individuals  consuming  water  with 
a fluoride  content  of  4 parts  per  million  or  more 
for  many  years  will  develop  sclerotic  changes 
in  the  skeleton. 

In  this  condition  the  bones  of  the  axial  skel- 
eton show  a diffuse  increase  in  density  due  to 
thickening  and  roughening  of  trabeculae.  The 
trabeculae  remain  discrete,  however,  as  they  do 
in  myelofibrosis,  until  the  most  advanced  stages 
of  the  disease  when  they  may  show  a tendency 
to  fuse  together.  There  is  no  widening  or  de- 
formity of  the  involved  bones,  and  no  particu- 
lar predisposition  for  pathologic  fracture  is  ap- 
parent. 

The  sclerosis  usually  does  not  involve  the  cal- 
varium or  the  long  bones,  but  an  irregular  peri- 
osteal overgrowth  occurs  at  sites  of  tendon  at 
tachments,  at  times  resembling  large  osteo- 
phytes. An  interesting  finding  in  fluoride  osteo- 
sclerosis which  appears  to  be  pathognomonic 
for  this  entity  is  the  calcification  or  ossification 
of  the  sacrospinous  and  sacrotuberous  liga- 
ments. Usually  only  the  distal  insertions  of 
these  structures  calcify,  but  at  times  the  entire 
ligament  is  involved. 

Mottling  of  the  dental  enamel  may  be  pres- 
ent in  fluoride  osteosclerosis,  but  no  other  clin- 
ical findings  are  associated  with  the  process.  In 
the  past  chronic  fluorine  intoxication  has  been 
incriminated  in  a variety  of  ailments,  but  no 
definite  clinical  effects,  other  than  the  osteo- 
sclerosis and  changes  in  dental  enamel,  have 
been  substantiated. 

Conclusion 

Five  diseases  which  may  be  manifested  by  a 
diffuse  osteosclerosis  have  been  briefly  present- 
ed. Paget’s  disease  and  osteoplastic  metastatic 
carcinoma  are  the  most  frequently  encountered, 
osteopetrosis  and  myelosclerosis  being  less  com- 
monly seen.  In  our  section  of  the  country  flu- 
oride osteosclerosis  must  also  be  borne  in  mind 
because  of  the  large  number  of  wells  contain- 
ing water  with  high  fluoride  content. 

The  roentgen  findings  in  each  of  the  five  en- 
tities are  usually  sufficiently  characteristic  that 
the  correct  diagnosis  can  be  made  radiograph- 
ically. 


fluor  en  el  agua  de  uso  domestico  han  encon- 
trado  cambios  escleroticos  del  esqueleto  en  in- 
dividuos  que  toman  agua  que  contiene  por  lo 
menos  4 partes  de  fluor  por  cada  millon  de  par- 
tes de  agua. 

En  tal  condition  los  huesos  del  eje  del  es- 
queleto muestran  un  aumento  difuso  de  la  den- 
sidad  debido  al  engrosamiento  y a la  aspereza 
de  las  trabeculas.  Sin  embargo  las  trabeculas 
mismas  permanecen  bien  limitadas,  como  en  el 
caso  de  la  mielofibrosis,  hasta  los  estados  mas 
avanzados  cuando  tienen  tendencia  a juntarse. 
No  hay  ensanchamiento  o deformidad  de  los 
huesos  afectados,  ni  hay  aparente  predisposi- 
tion a las  fracturas  patologicas. 

La  esclerosis  generalmente  no  ataca  el  craneo  o 
los  huesos  largos,  pero  un  engrosamiento  irreg- 
ular del  periosteo  ocurre  en  los  lugares  de  in- 
sertion de  los  tendones,  y algunas  veces  apare- 
cen  como  osteofitos.  Un  hallazgo  interesante  en 
casos  de  osteoesclerosis  fluorica  que  parece  ser 
patognomonico  de  ella  es  la  calcification  u osi- 
ficacion  de  los  ligamentos  sacroespinosos  y sac- 
rotuberales.  Por  lo  general  solo  las  inserciones 
distales  de  estos  ligamentos  se  calcifican,  pero 
algunas  veces  todo  el  ligamento  esta  calcificado. 

En  la  osteoesclerosis  fluorica  el  marfil  den- 
tario  puede  estar  manchado,  pero  no  se  pre- 
sentan  otros  hallazgos  clinicos  en  esta  enferme- 
dad.  En  tiempos  pasados  se  habia  culpado  a la 
intoxication  cronica  fluorica  por  una  variedad 
de  enfermedades,  sin  embargo  ningunos  defini- 
dos  efectos  clinicos  han  sido  substanciados  ex- 
cepto  por  la  osteoesclerosis  y los  cambios  del 
marfil  dentario. 

Conclusion 

Cinco  enfermedades  que  pueden  manifes- 
tarse  por  una  osteoesclerosis  difusa  han  sido 
brevemente  consideradas.  La  enfermedad  de 
Paget  y la  carcinoma  metastatica  osteoblastica 
son  las  que  se  encuentran  mas  frecuentemente; 
la  osteopetrosis  y la  mieloesclerosis  son  las 
menos  comunes.  En  esta  parte  del  pais  hay  que 
tener  presente  la  existencia  de  la  osteoesclerosis 
fluorica,  debido  al  gran  numero  de  areas  cuya 
agua  tiene  un  alto  contenido  de  fluor. 

Los  hallazgos  roentgenologicos  en  cada  una 
de  estas  cinco  entidades  son  por  lo  comun  sufi- 
cientemente  caracteristicos  para  hacer  un  diag- 
nostic radiograficamente  correcto. 
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Fungus  Diseases 

Michael  L.  Furcolow,  M.D. 


The  importance  of  fungus  infections,  especially  coccidioidomycosis  and 
||  histoplasmosis,  in  Arizona  is  emphasized.  Physicians  are  familiar  with  val- 
||  ley  fever  in  this  state.  But  few  realize  that  about  20  per  cent  of  Arizonans 
||  are  infected  with  histoplasmosis.  Judging  from  the  findings  in  other  states, 
§ occasional  cases  of  blastomycosis  are  also  to  be  expected  in  Arizona. 

Amphotericin  is  effective  in  the  treatment  of  blastomycosis,  reasonably 
||  effective  for  histoplasmosis  and  questionably  good  for  therapy  in  coccidi- 
oidomycosis. It  is  highly  important  that  a correct  diagnosis  be  made  in 
disseminated  and  chronic  pulmonary  cases  so  that  effective  therapy  can 
||  be  employed. 


IN  this  discussion,  I thought  it  might  be 
worthwhile  to  discuss  some  of  the  clinical  as- 
pects of  fungus  diseases  stressing  particularly, 
histoplasmosis,  blastomycosis  and  coccidioido- 
mycosis. 

In  this  area  about  20  per  cent  of  your  people 
are  infected  with  histoplasmosis,  so  it  is  not  a 
negligible  problem.  Blastomycosis  is  such  an  un- 
known entity.  We  find  it  in  many  of  the  areas 
where  histoplasmosis  is  prevalent  and  in  many 
other  areas  besides.  So  I am  quite  certain  that 
there  is  blastomycosis,  at  least  occasionally, 
here. 

Coccidioidomycosis,  I am  sure,  most  of  you 
are  better  acquainted  with  than  I am.  But  I 
think  perhaps  many  of  you  have  gotten  into  the 
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habit  of  over-diagnosing  this  disease  and  diag- 
nosing coccidioidomycosis  without  adequate  ev- 
idence. This  is  perhaps  not  too  harmful  now 
when  we  do  not  treat  most  of  our  cases.  How- 
ever, I think  the  day  is  soon  coming  when  we 
will  have  adequate  oral  therapy  for  these  fun- 
gus diseases  and  diagnosis  should  be  carefully 
made. 

Amphotericin  does  very  well  in  blastomyco- 
sis, reasonably  well  in  histoplasmosis,  and  ques- 
tionably well  in  coccidioidomycosis.  But  there 
is  no  question  that  it  is  lifesaving  in  many  cases. 
So  as  the  day  of  specific  therapy  gets  closer,  the 
necessity  for  accurate  diagnosis  becomes  great- 
er, because,  if  one  were  considering  therapy  in 
a coccidioidomycosis  case  versus  a blastomyco- 
sis case,  one  would  think  quite  differently  in 
regard  to  length  of  therapy,  type  of  case  to  be 
treated  and  so  forth. 

Since  Blastomyces  is  extremely  susceptible  to 
amphotericin,  is  it  likely  that  a short  period  of 
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therapy  would  be  sufficient,  whereas  coccidioi- 
domycosis is  relatively  resistant  and  one  would 
be  inclined  to  treat  this  disease  longer  and  per- 
haps more  on  a prophylactic  basis  than  blasto- 
mycosis. Because  of  this,  it  seems  to  me  that  an 
accurate  clinical  diagnosis  is  more  necessary 
now  than  ever. 

Following  are  the  types  of  lesions  caused  by 
the  systemic  fungi  in  which  one  should  consider 
therapy.  By  therapy  at  this  stage,  I mean  essen- 
tially amphotericin  B,  or  surgery,  or  both.  I 
would  never  apply  surgery  without  coverage 
with  amphotericin. 

If  I were  removing  a coccidioidoma,  I would 
not  be  removing  it  for  that  purpose,  but  be- 
cause it  was  possibly  a cancer.  But  if  one  knew 
it  were  Coccidioides  beforehand,  I think,  he 
should  cover  surgery  with  therapy. 

Now,  as  you  know,  all  of  the  important  fungi 
can  cause  lung  lesions.  I have  examples  of  lung 
lesions  caused  by  the  less  frequent  ones,  such 
as  Cryptococcus,  Actinomyces,  Nocardia,  Spor- 
otrichum,  and  Candida.  All  of  these  cause  pul- 
monary lesions.  Candida  is  rarely  considered  a 
real  problem  in  the  lungs. 

As  you  know,  penicillin  is  reasonably  good  for 
treating  actinomycosis.  Iodides  do  well  in  sporo- 
trichosis. Nocardiosis  can  be  well  controlled 
with  sulfa.  This  is  about  the  end  of  our  specific 
therapy  except  for  amphotericin  B. 

We  have  no  therapy  at  present  for  madura- 
mycosis,  aspergillosis,  mucormycosis  and  several 
others.  So,  perhaps,  we  ought  to  stay  with  those 
fungi  we  can  treat.  In  this  discussion,  I will  deal 
with  the  sort  of  problems  which  concern  you 
as  clinicians  in  deciding  whether  you  are  to 
treat  a case  or  not. 

The  first  type  is  severe  acute  pneumonitis. 


Most  cases  of  severe  acute  pneumonitis  due  to 
either  Coccidioides  or  Histoplasma  recover 
without  therapy.  However,  there  is  increasing 
evidence  that  there  are  cases  in  which  therapy 
is  beneficial  and  some  in  which  it  is  necessary. 
I am  speaking  of  those  cases  of  severe  pneumo- 
nitis in  which  complications  may  occur. 

Figure  1 is  a chest  X-ray  of  a man  who  went 
into  a chicken  house  and  shoveled  the  chicken 
manure  and  inhaled  the  dust  which  contained 
an  abundance  of  spores  of  Histoplasma  capsu- 
latum.  He  was  extremely  ill.  At  the  time  we 
saw  him,  he  had  been  running  a temperature 
of  105°  for  about  2M  weeks.  He  was  not  re- 
sponding to  any  therapy.  He  was  indeed  des- 
perate because  no  one  knew  the  cause  of  his 
illness.  He  was  developing  some  ulcers  on  his 
tongue  from  the  high  fever  and  malnutrition. 

Because  of  his  critical  condition  we  felt  justi- 
fied in  using  some  amphotericin  B which  really 
did  wonders.  I am  sure  you  see  patients  such  as 
this,  and  I have  also  seen  them  with  coccidioi- 
domycosis. Now  in  this  type,  one  should  con- 
sider very  seriously  not  prolonged  therapy  but 
relatively  short  term  therapy  that  would  tide 
the  patient  over  an  acute  emergency  due  to  his 
infection. 

Figure  2 shows  the  chest  of  a young  boy  who 
developed  a pneumonitis  with  large  lymph 
nodes  and  segmental  collapse  of  the  lung.  Here 
we  get  into  another  problem  which  we  will  dis- 
cuss a little  later,  the  probability  that  this  boy 
would  recover  fairly  well  although  it  would 
take  about  six  months  to  one  year  for  the  node 
to  clear  and  for  his  lung  to  re-expand.  Some- 
times these  do  not  re-expand. 

The  problem  that  arises  in  this  type  of  case 
for  the  physician  is  whether  he  is  justified  in 
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Fig.  4.  An  early  pneumonia  in  a 
patient  with  coccidioidomycosis. 


Fig.  6.  Tongue  lesion  in  a type  of 
histoplasmosis. 


Fig.  5.  Man  with  disseminated  his- 
toplasmosis involving  the  adrenals. 


subjecting  these  patients  to  the  therapy,  which 
is  rather  difficult  to  give,  mainly  to  prevent  the 
development  of  complications  in  this  collapsed 
lung  area. 

Figure  3 is  the  chest  film  of  a lady  who  had 
disseminated  coccidioidomycosis,  more  wide- 
spread than  the  previous  patient,  and  here  we 
treated  her  because  of  her  serious  illness. 

An  early  pneumonia  in  which  there  is  an  ap- 
parent element  of  collapse  in  a patient  with 
coccidioidomycosis  is  seen  in  Figure  4.  Ordi- 
narily the  possibility  of  therapy  would  not  enter 
very  strongly  into  this  except  for  the  problem 
that  will  arise  later  as  to  what  the  residuals  are 
in  this  type  of  infection. 

Figure  5 shows  a man  who  looked  as  though 
he  were  dead.  This  is  the  way  he  looked  when 
we  saw  him. 

Fie  was  seen  in  the  hospital  at  the  University 
on  a previous  admission  with  an  ill  defined 
lung  lesion  which  unfortunately  they  thought 
was  sarcoid  and  for  which  they  gave  him  corti- 
sone. He  went  home,  and  then  came  to  us  in 
this  state. 

He  had  an  abnominal  scar  that  was  hyper- 
pigmented,  which  would  suggest  Addison’s  dis- 
ease. He  had  Addison’s  disease  as  well  as  an 
enlarged  liver  and  spleen.  And  again,  no  one 
knew  what  this  man  had  until  his  dental  plate 
was  removed  and  a small  ulcer  was  found. 
Smears  were  taken  and  H.  capsulatum  was  cul- 
tured from  these. 

This  man  had  disseminated  histoplasmosis 
involving  the  adrenals.  He  was  treated  with 
amphotericin  B and  is  back  at  work  driving  a 
truck.  Certainly  if  diagnosis  had  not  been  made 


and  cortisone  had  been  continued  without  am- 
photericin therapy,  this  patient  would  have 
died. 

These  cases  of  acute  and  chronic  dissemina- 
ted disease  are  not  primarily  pulmonary  infec- 
tions but  are  primarily  systemic  infections. 
Here,  the  problem  of  diagnosis  and  therapy  is 
critical. 

These  patients  do  not  often  show  much  in 
their  X-rays.  About  all  that  is  seen  is  a fine 
granular  infiltration  throughout  both  lungs. 

Tuberculosis,  histoplasmosis,  blastomycosis, 
cryptococcosis  and  coccidioidomycosis  patients 
have  identical  X-ray  pictures.  The  importance 
of  this  is  that  these  cases  might  well  be  missed, 
and  patients  with  this  type  of  disease  will  die 
within  a week  or  two  usually  unless  they  are 
treated.  Among  the  other  signs  of  systemic  in- 
fection are  the  organisms  growing  in  the  blood, 
enlarged  liver  and  spleen,  and  ordinarily  the 
temperature  is  high,  thus  giving  other  means  of 
diagnosis.  However,  large  lesions  cannot  always 
be  found  in  the  lung  in  serious  cases  of  these 
fungus  diseases. 

Figure  6 shows  a tongue  lesion  in  another 
type  of  histoplasmosis  similar  to  cases  which  I 
am  sure  you  see  in  coccidioidomycosis.  But  this 
type  is  almost  never  seen  in  blastomycosis  or 
tuberculosis. 

Originally,  this  case  was  diagnosed  as  cancer. 
This  patient  had  chronic  disseminated  histoplas- 
mosis. Even  though  he  had  positive  blood  cul- 
tures for  over  four  or  five  years,  he  ultimately 
died  for  lack  of  proper  therapy.  This  was  before 
amphotericin. 

(Continued  on  next  page) 
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( Continued  fro7ii  preceding  page) 

Figure  7 is  the  chest  X-ray  of  a very  interest- 
ing case  of  a young  man  23-years-old.  He  had 
been  in  a private  hospital  with  a little  tempera- 
ture and  a rather  ill-defined  pulmonary  infil- 
tration. It  was  thought  that  he  probably  had 
sarcoidosis.  He  was  given  cortisone.  His  lesions 
disseminated  and  before  two  weeks  passed  he 
was  dead. 

What  he  really  had  was  disseminated  blasto- 
mycosis. There  was  no  earthly  reason  for  this 
young  man’s  death,  since  amphotericin  therapy 
would  have  cured  his  disease. 

This  tragic  loss  was  caused  by  improper  diag- 
nosis. We  do  not  have  much  time  in  this  type 
of  disease  to  make  a diagnosis,  much  less  to 
correct  our  mistakes,  as  therapy  must  be  initia- 
ted promptly. 

An  interesting  difference  in  histoplasmosis  as 
contrasted  to  coccidioidomycosis  and  blastomy- 
cosis in  the  disseminated  form  is  the  presence 
of  skin  and  bone  lesions  in  the  latter  two  dis- 
eases. 

We  come  to  a problem  in  which  surgery  has 
to  be  considered.  When  one  has  a problem  of 
persistent  atelectasis  as  occurred  in  this  patient 
(Figure  8)  following  a pneumonitis,  one  has  to 
consider  whether  he  should  not  have  treated 
him  early  in  his  disease. 

This  patient  has  had  his  atelectasis  quite  a 
while.  It  is  super-infected,  and  he  has  developed 
or  will  develop  bronchiectasis. 

This  is  why  amphotericin  therapy  must  be 
considered  early  in  these  cases.  This  man  did 
not  have  proper  therapy.  Even  though  we  urged 
the  physician  to  use  amphotericin,  it  was  not 
given. 

Figure  9 is  the  chest  film  of  another  case  who 
finally  came  to  surgery.  Again,  if  we  had  had 
the  wisdom  to  give  him  amphotericin  therapy 
early  in  his  disease,  we  probably  could  have 
avoided  the  problem  of  surgery  later. 

This  problem  of  atelectasis  and  bronchiecta- 
sis occurs  with  tuberculosis,  blastomycosis  and 
coccidioidomycosis  as  well.  In  these  cases  we 
have  to  consider  the  long  term  course  and  the 
possible  prevention  of  surgery  rather  than 
whether  therapy  is  lifesaving. 

In  this  type  of  case,  I don’t  think  early  thera- 
py would  have  been  a matter  of  life  or  death. 
But  you  see,  we  might  well  have  avoided  a seri- 
ous operation  later  on. 


Figure  10  shows  the  type  of  lesion  in  which 
surgical  therapy  would  be  considered.  These 
are  the  residual  nodules.  And  here  we  see  sev- 
eral rather  nonspecific  little  nodules  in  the  right 
lung,  and  a nodule  in  the  left  hilus,  in  1947. 

Now  look  at  his  chest  X-ray  in  1956  (Figure 
11).  You  see  the  clinician  became  quite  alarmed 
about  this  apparent  enlargement  of  the  nodules. 
Here  again  we  are  faced  with  a problem  not 
only  of  medical  therapy  but  of  surgical  therapy. 

Figure  12  shows  an  apical  lesion  in  a surgical 
resident  at  the  University.  He  has  a nodule  up 
there  in  the  apex  and  being  in  surgery  he  had 
no  intentions  of  having  his  nodule  operated  on. 
But  actually  this  is  C.  immitis.  He  had  a good 
history,  but  again,  I think  the  problem  of  thera- 
py must  come  up  in  this  type  of  case  because 
here  it  would  be  surgical  therapy  because  of 
the  possibility  of  neoplasm. 

Sometimes  these  nodules  excavate  and  a pic- 
ture like  Figure  13  develops.  This  is  a man  with 
a cyst-like  cavity  at  the  right  apex.  Actually,  in 
this  case  he  had  infiltration  below  the  cavity. 
But  his  cyst-like  cavity  up  at  the  apex  contained 
Histoplasma.  So  the  problem  here  was  whether 
he  had  pulmonary  cystic  disease  or  whether  he 
had  something  more.  It  was  only  by  the  isola- 
tion of  the  fungus  from  the  surgical  lesion  that 
the  diagnosis  was  made. 

In  Figure  14  is  seen  a blastomycosis  case 
that  has  an  excavated  cavity.  It  looks  like  coc- 
cidioidomycosis if  you  did  not  know  it  was 
blastomycosis. 

Figure  15  shows  more  of  the  same  thing,  a 
thin  wall  cavity  surrounded  by  inflammation, 
in  this  case  due  to  coccidioidomycosis.  The 
problem  of  early  therapy  in  coccidioidomycosis 
which  might  avoid  this  type  of  thing,  I think, 
will  come  up  very  definitely  as  our  therapeutic 
tools  improve. 

We  now  come  to  the  problem  of  the  chronic 
cavitary  type  of  disease  which  we  are  certain 
now  is  more  common  in  histoplasmosis  but  does 
occur,  as  you  will  see,  in  the  other  two  diseases. 
Here  again,  one  is  faced  with  the  problem  of 
therapy. 

Now,  this  type  does  not  die  very  fast.  But 
they  do  die  as  can  be  expected,  for  you  see  in 
Figure  16  an  almost  completely  destroyed  lung 
in  a man  with  histoplasmosis.  He  is  from  Mis- 
souri. I could  illustrate  this  disease  with  cases 
from,  perhaps,  25  states  and  Canada  as  there 


78 


Arizona  Medicine 


Original  Articles 


Chest  X-rays  of  pa- 
tients with  lesions  caused 
by  systemic  fungi. 


Fig.  7 


Fig.  8 
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are  over  500  proved  cases  now  in  the  Coopera- 
tive Therapy  Trials  of  the  Communicable  Dis- 
ease Center. 

In  Figure  17  is  shown  the  X-ray  of  a case  of 
blastomycosis.  This  is  a man  who  probably  had 
both  histoplasmosis  and  blastomycosis  although 
this  is  a little  hard  to  prove.  He  had  calcifica- 
tion which  is  almost  unknown  in  blastomycosis, 
but  then  he  had  this  diffuse  disease  with  a pos- 
itive sputum  for  blastomycosis.  In  this  day  and 
age  one  would  treat  this  man  with  amphotericin 
unquestionably  because  he  has  a serious  lung 
involvement.  Incidentally,  he  spent  four  or  five 
years  in  a tuberculosis  sanatorium. 

Figure  18  illustrates  a type  of  chronic  cavi- 
tary disease  with  thick  walls  due  to  coccidioido- 
mycosis which  is  much  more  familiar  to  you,  I 
am  sure.  This  is  a nurse  at  the  University  who 
had  repeated  hemorrhages  from  her  cavity  and 
had  to  be  operated.  She  recovered  well  and  en- 
tered the  Navy  and  still  is  a Navy  nurse.  If  we 
had  had  amphotericin  therapy  early  in  the  game 
we  might  have  saved  her  an  operation  because 
it  is  in  a bad  location  for  the  development  of  a 
later  disease. 

Figure  19*  is  a case  of  chronic  cavitary  coc- 
cidioidomycosis with  extensive  pulmonary  in- 
volvement. This  patient’s  sputa  was  positive  for 
C.  immitis  by  culture  and  all  cultures  for  Micro- 
bacterium  tuberculosis  have  been  negative. 

Actually  the  present  status  of  therapy  is  that 
you  must  diagnose  and  treat  the  disseminated 
and  chronic  cavitary  cases.  You  should  consider 
therapy  in  the  severe  acute  pulmonary  types, 
and  those  whose  lesions  result  in  atelectasis. 
Therapy  for  the  prevention  of  complications 
probably  will  come  along  in  the  future. 

The  results  of  therapy  with  amphotericin 
have  been  excellent  in  blastomycosis  and  histo- 
plasmosis but  not  so  good  in  coccidioidomyco- 
sis. Cryptococcal  meningitis  has  also  responded 
favorably. 

I have  attempted  to  present  to  you  the  prob- 
lems which  occur  with  these  fungus  diseases  in 
which  sometimes  one  has  to  treat  whether  the 
treatment  is  topnoteh  or  only  fair.  Frankly,  it  is 
the  only  thing  that  we  have  at  the  moment. 
And  if  you  think  the  patient’s  disease  is  such 
that  his  ultimate  prognosis  is  poor,  you  have  to 
treat  him  whether  you  think  amphotericin  is  the 
real  answer  or  not. 

°X-ray  furnished  through  the  courtesy  of  Dr.  Richard  F.  Allison, 
Mc-Knight  Tuberculosis  Sanatorium,  Sanatorium,  Texas. 
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Pediatric  Signposts  to 
Premature  Aging 

Frederic  Gerard  Burke,  M.D. 


When  the  pediatrician  looks  at  the  aging  process,  that  is  news.  Dr.  Burke 
discusses  the  genetic,  the  environmental,  the  body  type,  the  overnuiri- 
iional  and  the  vascular  aspects  of  aging  from  the  pediatric  view.  Perhaps 
we  are  overfeeding,  overdoing  vitamins  and  placing  too  much  stress  on 
our  babies  and  children.  Read  what  he  says. 


EBSTER’S  Dictionary  defines  a signpost  as 
a post  bearing  a sign  or  a guidepost;  hence, 
figuratively  a guide  or  a beacon. 

The  study  of  disease  processes,  including  their 
nature,  history,  pathogenesis,  prognosis  and  re- 
sults, helps  to  provide  a beacon  into  the  spec- 
trum of  disease  and  to  the  ambiguity  of  seman- 
tics as  they  apply  to  the  accepted  divisions  of 
medical  practice. 

Where  does  pediatrics  end  and  geriatrics  be- 
gin? These  divisions  are  artificial  terms  ac- 
ceptable only  for  practical  purposes  for  desig- 
nating particular  areas  of  medical  interest. 

Perhaps  the  poet’s  reference  to  aging  as  a 
period  of  second  childhood  is  more  than  literary 
allusion.  “As  the  twig  is  bent,  so  grows  the 
tree”  perhaps  better  expresses  the  true  lineal 
philosophy  of  the  study  of  a pathologic  disease 

Address  presented  at  The  Arizona  Academy  of  General  Prac- 
tice and  The  Maricopa  County  Medical  Society’s  Symposium 
on  Aging  at  The  Hotel  Westward  Ho,  Phoenix,  Arizona,  March 
18,  1961. 

Professor  and  Director,  Department  of  Pediatrics,  Georgetown 
University,  Washington,  D.C. 


process  as  it  affects  the  host  no  matter  his 
chronologic  age. 

The  genesis  of  many  diseases  associated  with 
older  patients  have  their  beginnings  in  the 
younger  age  group.  A carefully  supervised  pre- 
ventive medical  health  program  in  early  life  is 
die  best  provision  for  a happier  ending  of  the 
book.  While  a number  of  the  factors  that  enter 
health  supervision  in  the  young  are  the  result 
of  the  genetic  structure  of  the  parents  and  their 
parents  before  them,  many  others  result  from 
preventable  events  in  infancy  and  childhood. 

Certain  early  manifestations  of  disease,  when 
promptly  diagnosed  and  treated,  result  in  com- 
plete cure.  Failure  to  properly  or  promptly  as- 
sess the  significance  of  these  signs  may  result 
in  only  partial  cure  with  subsequent  florid  man- 
ifestations at  an  older  age.  In  the  interest  of 
longitudinal  observations,  child  health  super- 
vision has  largely  fallen  to  the  pediatricians  to 
pursue  their  patients  through  the  adolescent  pe- 
riod, although  many  internists  have  extended 
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their  medical  interests  to  include  this  interme- 
diate group. 

There  have  been  relatively  few  attempts  to 
study  the  natural  history  of  disease  as  it  in- 
volves the  entire  life  span.  And,  indeed,  it  is 
beyond  the  competence  of  any  single  discipline 
to  completely  concern  itself  with  the  sperm  to 
the  worm  span. 

Some  of  the  important  factors  that  influence 
the  illness  spectrum  are  resident  within  the 
child,  producing  ultimate  effects.  Others  are  of 
environmental  nature.  Among  the  former  are 
the  health  of  the  parents  and  the  genetic  resi- 
duum that  is  transferred  to  the  child  at  the  time 
of  conception.  For  examples  of  the  latter,  one 
must  include  health  supervision  and  dietary 
control  during  the  rapid  acceleration  of  growth 
and  development  in  the  period  from  birth 
through  adolescence.  (Fig.  1 & 2) 

Genetic 

Man  is  endowed  with  a great  variation  in 
genetic  structure  and  the  elucidated  metabolic 
disorders  related  to  genetically  induced  enzy- 
matic variations  increase  every  year.  Most  of 
the  so-called  errors  of  metabolism,  of  which 
over  50  have  been  observed,  must  be  present 
at  birth  but  due  to  enzymatic  variations  do  not 
necessarily  become  clinically  evident  at  a very 
early  age. 

If  the  altered  metabolic  cycle  is  directly  re- 
lated to  growth,  then  failure  to  thrive  and  men- 
tal or  physical  retardation  may  be  apparent 
from  birth.  Galactosemia,  phenylketonuria  and 
metabolic  cretinism  are  examples  of  this  type. 
Niemann-Pick  disease  or  Tay-Sachs  Syndrome 
are  seldom  diagnosed  before  the  sixth  month 
of  age  and  become  apparent  only  after  retarded 
physical  and  mental  growth  patterns  become 
apparent. 

Probably  the  majority  of  inherited  metabolic 
disorders  become  evident  only  in  the  adult  and 
some,  such  as  gout,  hemochromatosis  or  famili- 
al periodic  paralysis,  seldom  occur  before  the 
thirtieth  year  of  life.  Similarly,  diabetes  and 
epilepsy  may  be  delayed  in  their  appearance 
in  individuals  with  a strong  family  history  for 
these  diseases. 

Only  the  more  severe  cases  of  fibrocystic 
disease  of  the  pancreas  are  promptly  diagnosed 
in  early  infancy.  Others  escape  detection  be- 
cause of  the  relative  mildness  or  absence  of 


FIG.  1.  Gargoylism:  Vascular  aging  is  associated  with 
this  condition  which  probably  has  a genetic  basis.  Most 
of  the  children  surviving  early  infancy  with  dysostosis 
multiplex  die  as  the  result  of  cardiac  insufficiency  asso- 
ciated with  atherosclerosis  in  early  childhood. 


Dr.  Elbert  T.  Phelps. 


FIG.  2.  Progeria:  A 5-year-old  colored  boy  with 
marked  premature  aging,  probably  on  a genetic  basis. 
The  vascular  aging  in  this  disease  is  extremely  acceler- 
ated. 
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clinical  manifestations.  Some  of  these  individu- 
als possibly  become  recognized  only  when  the 
disease  is  diagnosed  in  one  of  their  children. 

Many  of  the  genetic  influences  leading  to 
premature  aging  cannot  be  controlled  but  some 
can  be  modified. 

Environmental  Influences 

Aging  due  to  environmental  factors  can  better 
be  managed  and  these  involve  not  only  the  so- 
matic but  the  psychological  influences  which 
can  constitute  interesting  signposts  for  the  ex- 
pected health  patterns  of  older  age.  These,  in- 
deed, are  to  be  found  in  every  system  of  the 
body  and  include  the  recognition  and  manage- 
ment of  infections,  the  supervision  of  nutritional 
foodstuffs  in  the  diet  and  the  provision  of  a 
psychologically  sound  environment  character- 
ized by  security  and  love  during  the  dependent 
years. 

Probably  the  greatest  heritage  an  individual 
can  receive  is  to  be  born  with  a sound  genetic 
structure,  to  be  wanted  by  his  parents,  to  be 
loved  though  not  indulged  and  to  be  provided 
for  properly  not  only  in  his  body  needs  but  also 
in  the  nutritive  substances  for  the  mind  that 
develop  character  and  good  judgment. 

The  emergence  in  recent  years  of  the  high 
incidence  of  juvenile  delinquency  and  mental 
breakdowns,  not  only  in  later  life  but  indeed  in 
childhood,  must  lie  in  psychological  malnutri- 
tion in  infancy  and  childhood.  Such  influences 
extend  their  destructive  patterns  not  only  in  the 
field  of  psychosomatics  involving  the  individu- 
al’s health  but,  through  their  influences,  to  the 
community.  While  some  of  these  may  have  a 
genetic  etiology,  many  are  transmitted,  ac- 
quired, parental  neuroses.  Proper  family  coun- 
selling of  the  disturbed  child  may  prevent  psy- 
chological difficulties  and  aging  influences  in 
later  life. 

Body  Type 

With  consideration  of  the  more  subtle  evi- 
dences that  may  indicate  ill  health  and  possibly 
premature  aging,  it  is  of  considerable  value  to 
graphically  represent  growth  on  a continuing 
basis. 

Probably  all  individuals  may  be  anthropolog- 
ically classified  as  falling  into  one  of  three 
types.  Most  people  may  have  some  of  the  fea- 
tures of  all  three  types  in  moderate  but  differ- 
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ent  degrees.  Some,  however,  show  a predomi- 
nance of  one  type  or  another  and,  to  a large 
extent,  individuals  tend  to  pursue  their  basic 
type  growth  pattern. 

Failure  to  maintain  a particular  channel  of 
growth  that  has  been  previously  held  suggests 
failure  to  progress  in  a normal  manner  and  usu- 
ally indicates  the  probability  of  some  factor,  or 
factors,  that  are  interfering  with  the  expected 
growth  pattern. 

The  growth  of  infants  and  children  has  been 
likened  to  the  product  of  a factory  which  pro- 
duces a product  that  must  conform  to  a certain 
standard,  at  least  within  tolerable  limits. 
(Fig.  3 following  page) 

Establishment  of  these  limits  with  cognizance 
of  the  variability  of  factors  involved  is  difficult. 
But  by  detailed  observation  of  the  growth  pat- 
tern of  a large  number  of  normal  children,  a 
number  of  graphic  charts  are  available.  By  com- 
paring an  individual  child  against  these  stand- 
ards, the  growth  pattern  can  be  visualized  in 
reference  to  the  normal  population  and  to  the 
child’s  own  pattern. 

Such  grids  are  extremely  useful  in  assessing 
the  nutritional  status  of  a child,  particularly 
when  undertaking  a program  of  nutritive  re- 
pair after  recognition  of  arrested  growth.  The 
Wetzel  grid,  for  example,  is  quite  sensitive  and 
may  indicate  the  presence  of  a subtle  disease 
state  before  the  diagnosis  is  clinically  apparent 
by  the  observation  of  a deviation  from  the  ex- 
pected growth  channel. 

Overnutrition 

Increasing  concern  is  felt  by  pediatric  nutri- 
tionists today  with  the  problem  of  overnutri- 
tion, overvitaminization,  supermineralization 
and  under  exercising. 

Whereas  nutritional  excesses  have  for  some 
time  been  a problem  in  adults,  the  results  of 
overfeeding  in  our  children  has  recently  received 
increasing  attention  and  the  two  problems  are 
closely  related.  At  least  ten  per  cent  of  our 
children  can  be  definitely  classified  as  being 
overweight  due  to  increased  food  intake. 

Simple  obesity  is  a generalized  accumulation 
of  fatty  subcutaneous  tissue,  the  principle 
causes  of  which  are  heredity,  overeating,  emo- 
tional or  psychological  difficulties  and  central 
nervous  disorders.  Fundamentally,  obesity  is 
always  the  result  of  prolonged  imbalance  be- 
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Fig.  3.  Children’s  growth 
as  compared  to  a machined 
product.  Raw  materials  come 
from  the  factory  as  finished 
pistons.  Subjected  to  engi- 
neering calibrating  techni- 
ques, failure  to  conform  to 
standard  results  in  a certain 
percentage  of  rejections.  By 
calibrating  children  at  fre- 
quent intervals  throughout 
their  growth  period,  early 
evidence  of  variations  may 
be  found  and  sometimes 
corrected. 


NEA  Service,  Inc.  & Dr.  Norman  Wetzel. 


tween  energy  intake  and  output.  The  causes  of 
this  imbalance  may  be  numerous.  Whereas  the 
metabolism  of  fat  and  carbohydrate  is  under 
hypothalamic  control  initiated  through  endo- 
crine channels,  glandular  and  endocrine  abnor- 
malities as  a cause  of  obesity  such  as  Cushing’s 
and  Frohlich’s  syndrome  are  extremely  rare. 

Despite  the  voluminous  literature  on  obesity, 
the  simple  fact  is  that  fat  children  are  fat  be- 
cause they  eat  too  much.  The  explanations  of 
why  they  eat  too  much  is  more  complex. 

In  one  study  it  was  shown  that  whereas  10 
per  cent  of  children  of  parents  of  normal 
weights  were  obese,  50  per  cent  were  fat  if  one 
parent  was  overweight  and  80  per  cent  if  both 
parents  were  obese.  The  feeding  history  of 
these  children  usually  indicated  excessive  and 
early  introduction  of  starchy  and  fatty  foods 
into  their  early  diets. 

The  psychologic  factors  that  promote  exces- 
sive food  intake  are  numerous  and  important 
both  in  the  parents  and  the  child  but  are  fre- 
quently hard  to  evaluate.  A high  incidence  of 
maternal  overprotection  associated  with  inse- 
curity and  immaturity  is  common  in  these  moth- 
er-child relationships  and  this  etiologic  feature 
should  be  searched  for  diligently  in  undertak- 
ing the  correction  of  this  problem.1 


The  two  periods  of  childhood  when  this  is 
most  common  is  from  birth  to  two  years  and 
from  six  to  twelve.  Pre-adolescent  obesity  of 
moderate  degree  can  be  considered  physiologic 
in  terms  of  reserve  necessary  for  approaching 
accelerated  growth  needs. 

Marked  obesity  in  this  age  group  is  difficult 
to  treat  unless  full  cooperation  of  the  child  and 
parents  is  obtained.  This  usually  does  not  occur 
until  the  child  is  well  into  adolescence  and  an 
increased  metabolism  utilizes  the  dormant  de- 
posits of  fat.  Failure  to  control  obesity  in  the 
adolescent  period  frequently  results  in  the  con- 
dition persisting  throughout  life  with  the  con- 
sequent morbidity  with  which  we  are  all  famil- 
iar. 

In  the  infancy  to  two  year  group  there  are 
numerous  data  available  for  review  that  should 
give  us  cause  for  serious  consideration  of  the 
disadvantages  of  food  excesses. 

The  concept  that  bigger  babies  are  better  ba- 
bies remains  unproved.  Breast-fed  babies  are 
never  fat  and  there  is  considerable  evidence 
that  they  are  healthier  and  have  increased  re- 
sistance to  infection. 

Unfortunately,  breast-feeding  in  recent  years 
has  been  down-rated  and  the  current  low  inci- 
dence of  breast  feeding  is  a scandal.  The  cowt 
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has  become  our  national  foster  mother  and  with 
her,  a rising  incidence  of  overnutrition.  While 
there  is  some  evidence  to  support  the  advan- 
tages of  low  fat,  artificial  cow’s  milk  formulae 
for  prematures,  the  increased  nitrogen  reten- 
tion and  supermineralization  resulting  in  more 
rapid  early  weight  gain  in  the  average  newborn 
do  not  constitute  a satisfactory  reason  for  the 
preference. 

This  trend  is  reinforced  by  an  apparent  com- 
petitive effort  on  the  part  of  some  physicians 
to  get  bigger  babies  faster  by  the  earlier  and 
earlier  introduction  of  solid  foods  into  the  in- 
fant’s diet.  While  there  are  individual  excep- 
tions, there  appears  to  be  no  advantage  to  sup- 
plementing adequate  milk  diets  with  solid  foods 
in  the  first  three  months. 

Overvitaminization 

The  trend  to  overvitaminization  is  even  more 
to  be  condemned  since,  in  excess  amounts,  the 
fat  soluble  vitamins  are  clearly  toxic  and  dan- 
gerous. Overdosage  of  vitamin  D may  result  in 
cortical  hyperostosis,  hypertension,  renal  failure 
in  addition  to  hypercalcemia,  azotemia,  albu- 
minuria, atherosclerosis  and  nutritional  arrest. 

These  very  symptoms  have  been  noted  in  a 
large  group  of  children  in  England  and  reported 
as  a “hypercalcemia  syndrome  ”.  It  is  interesting 
to  note  that  this  serious  illness  has  appeared 
only  since  the  war-initiated  procedure  of  rein- 
forcing proprietary  milk  and  baby  food  with 
amounts  of  vitamin  D far  in  excess  of  their 
needs. 

While  a causative  relationship  has  not  been 
fully  established  in  all  cases,  improvement  is 
usually  noted  in  these  babies  when  vitamin  D 
is  removed  from  their  diets.  With  manufacturers 
of  vitamin  preparations  in  this  country  adver- 
tising as  an  advantage  that  their  products  con- 
tain 3-5  times  the  minimal  recommended  doses, 
it  would  appear  wise  to  look  for  similar  cases 
in  this  country. 

It  is  interesting  to  speculate  on  the  nature  of 
diets  of  infants  and  children  in  connection  with 
the  rising  incidence  of  heart  disease  and  strokes 
and  the  possible  relationship  between  diet  and 
premature  senescence.  Future  research  in  this 
field  may  indeed  provide  a most  important 
signpost  in  the  pediatric  age  group  for  prema- 
ture aging. 

Experimentally,  large  doses  of  vitamin  D have 
repeatedly  been  shown  to  mobilize  calcium 
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from  the  blood  into  the  heart  and  blood  vessel 
walls  producing  arteriosclerosis.  The  consider- 
ation of  high  cholesterol  diets  in  early  infancy 
and  childhood  possibly  playing  an  important 
role  in  vascular  disease  may  be  more  than  spec- 
ulative. 

Vascular  Disease 

Coronary  thrombosis  is  almost  always  caused 
by  atherosclerosis  as  are  strokes,  and  basically 
the  problem  of  preventing  these  is  the  problem 
of  eliminating  or  controlling  atherosclerosis. 

The  ancient  thought  that  arteriosclerosis  or 
“hardening  of  the  arteries”  was  simply  a mani- 
festation of  age  which  comes  to  all  who  grow 
old,  if  they  live  long  enough,  has  long  been 
modified  by  numerous  observations  that  our 
arterial  aging  is  not  necessarily  identified  with 
chronologic  age.  Over  30  per  cent  of  soldiers 
20  years  of  age  and  over  45  per  cent  at  the  age 
of  25  who  were  autopsied  during  the  first 
World  War  had  evidence  of  atherosclerosis. 

Studies  of  the  diets  of  people  in  our  country 
would  indicate  that  large  amounts  of  fat,  ac- 
counting for  almost  half  of  the  calories  in  the 
daily  ration,  are  consumed.  In  contrast  to  many 
populations  in  other  parts  of  the  world,  such  as 
Africa  and  Latin  America,  only  one  third  as 
much  of  the  calories  are  consumed  in  the  form 
of  fat. 

There  is  evidence  to  indicate  that  in  popula- 
tions with  low  fat  intakes  there  are  correspond- 
ingly fewer  cases  of  heart  disease.  There  seems 
to  be  little  doubt  from  data  gathered  from  all 
over  the  world  that  there  is  a strong  relation- 
ship between  type  and  amount  of  fat  consumed, 
the  amount  of  cholesterol  in  the  blood  and  the 
reported  incidence  of  coronary  artery  disease. 

Over  half  a century  ago  experimental  athero- 
matous lesions  were  reproduced  in  rabbits  by 
feeding  them  diets  containing  cholesterol  prod- 
ucts. The  extra  cholesterol  caused  elevated  lev- 
els in  the  blood  stream  and  the  excess  precipi- 
tated in  the  arterial  walls. 

Other  factors  that  influence  the  level  of  cir- 
culating cholesterol  include  sex,  age,  degree  of 
physical  activity,  metobolic  rates,  genetic  inheri- 
tance, mental  and  physical  stress  and  concomi- 
tant disease.  The  relative  importance  of  each 
of  these  factors  may  vary  from  case  to  case  but 
of  all  of  these,  diet  appears  to  be  the  most  im- 
portant and  probably  the  easiest  to  control. 

The  amount  of  cholesterol  in  the  blood  usual- 
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ly  reflects  the  concentration  of  other  fatty  sub- 
stances in  the  blood  as  well  and,  if  cholesterol 
is  decreased,  the  other  lipids  in  the  blood  also 
usually  decrease. 

According  to  a report  by  the  American  Heart 
Association2,  several  methods  to  reduce  the 
amount  of  cholesterol  in  blood  have  been  sug- 
gested. 

It  would  seem  that  the  simplest  way  is  to 
eat  less  food  containing  cholesterol.  However, 
the  problem  is  more  complex  since  the  body  has 
demonstrated  an  ability  to  make  more  choles- 
terol from  other  substances,  chiefly  other  types 
of  fat,  when  the  caloric  intake  is  kept  constant. 

Furthermore,  reduction  of  the  total  caloric 
intake  by  decreasing  the  amount  of  ordinary 
fat  in  the  diet  usually  causes  reduction  of  blood 
cholesterol  concentration.  But  provision  of  the 
deleted  calories  in  the  form  of  carbohydrate  and 
protein  in  unlimited  amounts  may  defeat  the 
purpose  since  in  this  way  excesss  caloric  intake 
can  also  lead  to  obesity  and  may  also  increase 
the  level  of  cholesterol  in  blood. 

Therefore,  the  blood  cholesterol  concentra- 
tion should  be  reduced  by  controlling  the 
amount  and  type  of  fat  without  altering  caloric 
intake.  The  caloric  deficit  can  be  made  up  with 
unsaturated  fats  such  as  common  vegetable  oils 
or  shortenings. 

The  concluison  of  the  American  Heart  Associ- 
ation report,  based  on  the  best  scientific  infor- 
mation available  at  present,  indicates  that  the 
reduction  or  control  of  fat  consumption  under 
medical  supervision  with  reasonable  substitu- 
tion of  poly-unsaturated  for  saturated  fats  is 
highly  recommended  as  a possible  means  of 
preventing  atherosclerosis  and  decreasing  risks 
of  heart  attacks  and  strokes. 

The  relationship  of  high  cholesterol  diets  to 
atherosclerosis  is  undoubted  although  there  is 
still  some  variation  of  opinion  among  compe- 
tent investigators  as  to  the  size  of  this  role  or 
to  how  much  benefit  it  is  to  the  patient  in  terms 
of  treatment  when  high  cholesterol  diets  have 
been  used  for  years  and  possibly  the  arterial 
damage  has  already  been  done. 

The  high  incidence  of  atheromatous  changes 
in  coronary  vessels  of  young  people  who  come 
to  autopsy  may  indicate  that  the  nidus  for  sub- 
sequent arterial  disease  has  already  been  laid 
down  in  early  life.  A consideration  of  infant 
diets  therefore  would  appear  to  be  an  important 


factor  since  the  groundwork  for  cardiovascular 
complications  is  probably  laid  in  infancy  and 
the  over-all  picture  of  atherosclerosis  is  one  of 
progression. 

The  fat  content  of  breast  milk  is  greatly  in- 
fluenced by  the  maternal  diet  and  breast  milk 
fat  composition  reflects  any  changes  in  the 
mother’s  dietary  fat  as  well  as  the  caloric  in- 
take. A high  saturated  fatty  acid  content  of  the 
maternal  diet  is  therefore  reflected  in  the  breast 
milk  fat  pattern  which  probably  accounts  for 
the  relatively  high  cholesterol  blood  levels  of 
nursing  infants  in  this  country. 

While  the  evidence  is  not  conclusive,  choles- 
terol control  might  well  begin  in  the  pregnant 
mother  if  she  intends  to  breast-feed  her  infant. 
Of  equal  importance  might  be  the  use  of  un- 
saturated fats  in  the  infant  diets,  thus  setting 
up  a projected  pattern  from  childhood,  ado- 
lescence and  later  life  for  food  habits  from  the 
earliest  moment  of  life  that  would  reject  high 
saturated  fats  in  excessive  amounts  throughout 
life. 

It  is  interesting  to  speculate  on  the  possible 
results  of  a grand  scale  controlled  experiment 
that  might  be  established  along  these  lines. 

Dr.  Henry  Moon,3  from  the  University  of  Cal- 
ifornia Department  of  Pathology,  has  reported 
on  a series  of  interesting  observations  made  on 
the  coronary  arteries  of  fetuses,  infants  and  ju- 
veniles. Utilizing  hearts  of  105  young  patients 
varying  in  age  from  unborn  fetuses  to  young 
adults,  all  of  whom  had  died  without  prior  clin- 
ical evidence  of  illness,  usually  from  a violent 
physical  injury,  he  was  able  to  demonstrate  de- 
structive changes  in  the  proximal  segments  of 
the  coronary  arteries. 

On  the  basis  of  previous  studies  he  had  noted 
that  the  earliest  pathologic  lesions  in  the  de- 
velopment of  arteriosclerosis  were  the  deposi- 
tion of  mucopolysaccharide  in  the  intima  of  the 
vessel  wall  with  subsequent  rupture  and  degen- 
eration of  elastic  tissue  and  proliferation  of  sub- 
endothelial  fibroblasts.  This  was  followed  by 
regeneration  of  elastic  tissue  and  formation  of 
collagen  fibers  in  plaques.  The  later  stages 
were  characterized  by  deposition  of  lipid  and 
cholesterol,  hyaline  degeneration  of  fibrous  con- 
nective tissue,  calcification,  intramural  hem- 
orrhage and  thromboses. 

A review  of  these  105  cases  showed  the  coro- 
nary arteries  of  unborn  fetuses  were  the  only 
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FIG.  5.  Fraying  of  the  internal  elastic  membrance  ancl 
increase  in  thickness  of  the  intima  in  a 4-day-old  infant. 
It  is  noted  in  the  lower  right  hand  portion  of  the  picture. 


FIG.  7.  Coronary  arteries  of  a 6-month-old  male,  the 
intima  showing  a plaque  in  the  lower  center.  In  the 
upper  portion  of  the  artery  there  is  early  diffuse  thick- 
ening of  the  intima. 

ones  in  which  no  pathologic  changes  in  the  in- 
tima were  observed. 

In  two  premature  infants,  rupture  of  the  in- 
ternal elastic  membrane  was  observed  but  there 
was  no  duplication,  fraying  or  other  abnormal 
change  in  the  vessel  wall.  In  the  52  infants  un- 
der 2 years  of  age,  lesions  could  be  demonstra- 
ted in  most  of  the  individuals,  with  rupture  and 
degeneration  of  the  internal  elastic  membrane 
with  beading  and  fraying  or  complete  disrup- 
tion of  the  tissue. 

Deposits  of  mucopolysaccharides  were  ob- 
served in  the  zone  between  the  intima  and  the 
media,  and  in  some  of  the  cases  there  were  fi- 
broblastic proliferation  and  deposition  of  muco- 
polysaccharide. 

In  infants  7 months  old  there  had  been  defi- 


FIG. 6.  A 4-month-okl  infant.  The  larger  artery  is 
eccentrically  thickened  by  intimal  reaction.  Branch  at 
right  shows  beginning  alteration  of  intimal  layer. 


FIG.  8.  Coronary  artery  of  11-year-old  male  showing 
intima  thickened  by  fibroblastic  proliferation  and  de- 
posits of  mucopolysaccharide.  Media  by  plaque  is  under- 
going alterations  in  structure.  Increased  amounts  of 
mucopolysaccharide  present  in  media. 


nite  progression  of  the  intimal  lesions  and  dif- 
fuse fibrosis  extending  around  the  entire  lumen 
as  well  as  low-grade  fibrous  plaques. 

In  children  from  2-10  years  of  age  (18  chil- 
dren ) the  abnormalities  noted  in  the  intima 
were  very  much  the  same  as  those  observed  in 
the  smaller  babies  and  lipid  droplets  were  oc- 
casionally observed  in  the  area  of  the  ruptured 
internal  elastic  membrane. 

In  the  older  10-22  year  old  group  (11  pa- 
tients) Moon  found  evidence  of  continuing  dis- 
ruption, degeneration  and  regeneration  of  elas- 
tic tissue,  intimal  fibrosis  and  deposition  of 
mucopolysaccharide.  The  males  in  all  age 
groups  showed  greater  degrees  of  destruction 
than  females.  ( Figs.  5,  6,  7,  8. ) 

On  the  basis  of  these  studies,  Moon  would 
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regard  the  early  phases  of  the  arteriosclerotic 
process  probably  established  at  birth  as  actually 
a manifestation  of  a generalized  tissue  reaction 
to  injury.  It  was  significant  that  fetuses  up  to 
the  age  of  8 months  showed  none  of  the  degen- 
erative changes  so  that  alterations  in  cardio- 
vascular function  immediately  preceding  and 
shortly  after  birth  may  at  least  in  part  be  re- 
sponsible. 

It  was  also  noted  that  the  sclerotic  thickening 
process  of  the  intirna  progressed  at  a rapid  rate 
for  several  months  following  birth  but  then 
the  acceleration  diminished. 

Although  the  mechanism  involved  is  un- 
known, the  role  of  saturated  fats  in  diets  of 
early  life  should  be  assessed.  Dietary  patterns 
may  constitute  one  of  the  most  important  sign- 
posts in  the  pediatric  age  group  for  catastro- 
phes observed  in  our  senior  citizens  in  form  of 
vascular  obstructive  disease. 

Other  Signposts 

While  these  thoughts  and  bits  of  evidence 
on  the  dietary  role  as  a signpost  for  future  dis- 
ease are  still  speculative,  other  guides  are  more 
clearly  apparent  and  leave  little  room  for  spec- 
ulation. 

An  increasing  incidence  of  allergic  problems 
involving  the  skin  and  lungs  is  yearly  being  ob- 
served. The  dermato-respiratory  syndrome  of 
infantile  eczema  merging  into  the  asthmatic 
state  in  childhood  is  a potentially  serious  con- 
dition. Many  children  with  asthma  simply  do 
not  just  “grow  out  of  it.” 

While  an  occasional  child  with  asthma  will 
improve  with  minimal  care,  failure  to  determine 
the  cause  with  subsequent  elimination  and  de- 
sensitization may  result  in  pulmonary  fibrosis, 
scarring  and  emphysema.  With  the  pulmonary 
reserve  so  reduced  in  childhood,  an  individual 
may  be  seriously  handicapped  for  stresses  of 
middle  and  later  life. 

Symptoms  of  premature  aging  can  also  be 
found  in  diagnostic  procedures  designed  to  esti- 
mate the  cardiac,  metabolic  and  renal  function 
reserves  in  children  in  addition  to  measures  cal- 
culated to  evaluate  the  capacities  of  the  special 
senses  including  hearing  and  sight. 

In  this  connection,  the  vigorous  prosecution 
of  infections  in  childhood  cannot  be  overem- 
phasized in  the  acute  febrile  stages  and  in  the 
subtle  quiescent  phases  when  the  abundant  re- 


serves necessary  for  the  stress  exigencies  of  the 
aging  process  are  being  silently  destroyed  and 
consumed. 

The  importance  of  vigorous  and  prolonged 
treatment  of  the  first  attack  of  rheumatic  fever 
is  well  established.  Equal  determination  in  the 
pursuit  of  infections  of  the  genitourinary  tract 
is  necessary. 

There  appears  to  be  a rising  incidence  of 
urinary  tract  infection  associated  with  obstruc- 
tive disease  in  children,  particularly  in  the  blad- 
der neck  area.  The  importance  of  frequent  rou- 
tine urinalyses  and  a careful  review  of  the  uri- 
nary habits  of  a child  can  not  be  overempha- 
sized. 

When  such  abnormalities  are  uncovered,  then 
thorough  evaluation  by  pyelography  and  possi- 
ble cystography  is  indicated.  Elimination  of  an 
obstruction,  if  one  is  found,  and  detailed  in- 
struction on  genitourinary  hygiene  and  voiding 
techniques,  and  prolonged  treatment  with  ap- 
propriate antibiotic  and  acidification  medica- 
tions must  be  employed  to  prevent  a smolder- 
ing, chronic,  function-destroying  nephritis. 

The  end  results  of  neglected  ear,  nose  and 
throat  infections  may  be  seen  in  avoidable  hear- 
ing loss.  Similarly,  protection  of  sight  lies  in  the 
consciousness  of  the  importance  of  periodic  ex- 
amination and  early  institution  of  corrective 
procedures. 

Summary 

In  summary,  it  can  be  said  that  to  a great 
extent  the  patterns  of  health  of  our  older  pa- 
tients are  the  end  results  of  a number  of  factors 
which  for  the  most  part  have  their  origin  in 
childhood.  While  some  of  these  senescent  influ- 
ences derive  from  our  genetic  inheritance,  many 
are  potentially  controllable  and  are  discernible 
in  the  childhood  period. 

Acknowledgement:  The  Figures  5,  6,  7 and  8 appeared  by 
permission  of  the  American  Heart  Association,  Inc.  and  Dr. 
Henry  Moon  from  “Coronary  Arteries  in  Fetuses,  Infants  and 
Juveniles”,  CIRCULATION,  Vol.  XVI,  No.  2,  August,  1957. 
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In  dealing  with  the  chronic  stress  of  arthritis  the  physician 
often  faces  the  problem  of  nutritional  imbalance.  High 
potency  B and  C supplementation  is  needed  for  rapid 
replenishment  of  tissue  stores  of  these  water-soluble  vi- 
tamins. STRESSCAPS  meet  this  need  and  help  support 
the  natural  metabolic  defenses  in  the  disease.  Supplied  in 
decorative  "reminder”  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Each  capsule  contains: 

Vitamin  B,  (Thiamine  Mononitrate) 

10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  Bs  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B,2  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 capsule  daily, 
or  as  directed  by  physician,  for  the  treatment 
of  vitamin  deficiencies. 
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Stress  Formula  Vitamins  Lederle 
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WHITE  ANGEL  HOSPITAL 
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for  MEDICAL,  REHABILITATIVE  AND 
CONVALESCENT  CARE 


We  are  now  in  position  to  accept  many  patients  where  commercial  insurance 
provides  payments  of  benefits  for  those  entering  licensed  hospitals  which  do  not 
have  major  surgical  facilities. 

WE  DO  PROVIDE  laboratory,  x-ray  services,  physio-therapy  and  inhalation  therapy 
by  registered  technicians.  We  have  a Board  Radiologist  and  Board  Pathologist 
heading  our  X-Ray  and  Laboratory  Departments. 

Over  one  hundred  doctors  in  the  Valley  have  already  treated  patients  at  White 
Angel.  If  we  can  be  of  service  to  you,  please  call  us  for  additional  information. 

COST?  — A modest  $16.00  per  day  is  the  starting  rate. 
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WHITE  ANGEL  HOSPITAL 

277-6651 

1845  East  Thomas  Road 
Phoenix,  Arizona 
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Closed  Chest 


The  great  end  of  life  is  not  knowledge,  hut 
action. 

—Thomas  Huxley,  1877 


MEN  sometimes  think  by  fits  and  starts,  and 
all  too  often  without  firm  ideas  of  what  is 
really  in  their  hearts. 

We  are  a compulsive  group,  quick  to  pick  up 
the  high-sounding  cruside,  the  waving  banner, 
the  enthusiasms  of  the  moment.  Action.  Get 
things  done.  Move.  Run  it  up  the  flag  pole  and 
see  how  she  flutters!  All  fine  in  its  proper  per- 
spective, but  navel  contemplation  has  occasion- 
ally produced  some  longer  lasting  good. 

There  is  a small  matter  that  has  come  up  that 
may  deserve  a longer,  slower  look. 

External  cardiac  massage  is  a dramatic  piece 


of  action.  It  falls  in  the  same  category  as  last 
year’s  “mouth  to  mouth”  breathing.  Its  surgical 
founders  are  serious  scientists,  and  we  owe  Drs. 
Kouwenhoven  and  Jude  a very  real  debt  for 
delineating  its  effectiveness.  But  when  our  state 
heart  association  starts  thinking  about  a big  pro- 
gram to  teach  the  techniques  to  the  lavman,  it 
is  time  we  stripped  it  of  its  glitter  and  public 
appeal  and  took  a hard  look. 

What  the  heart  associations  do  automatically 
receives  implied  approval  of  the  doctors  of  the 
community.  ...  It  may  be  time  to  suggest  that 
some  careful  medical  scrutiny  be  applied  before 
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the  lay  groups  are  fed  some  material  that  they 
cannot  handle. 

IT  is  a sensitive  subject.  There  is  always  the 
“one  that  might  be  saved.”  But  for  the  one 
that  might  be  saved,  there  are  many  who  might 
be  severely  damaged. 

Under  the  best  circumstances,  with  an  open 
chest,  in  an  operating  room,  with  a trained  team 
of  surgeons,  the  heart  exposed,  all  the  necessary 
armamentarium  available  . . . cardiac  arrest  is 
only  about  fifty  per  cent  recoverable.  And  some 
of  the  fifty  per  cent  who  recover  may  wish  they 
never  had.  It  is  no  great  accomplishment  to 
produce  a neurologic  vegetable. 

Of  even  more  significance,  however,  is  the 
fact  that  closed  chest  massage  is  an  exceedingly 
complex  problem,  particularly  for  the  layman. 
The  diagnosis  of  cardiac  arrest  in  the  closed 
chest  is  not  simple.  The  establishment  of  a firm 
diagnosis  of  standstill  or  ventricular  fibrillation 
is  pertinent. 

No  one  will  argue  that  massage  of  some  form 
is  the  only  salvation  in  either  standstill  or  fibril- 
lation. But  how  many  lay  situations  of  ventricular 
fibrillation  are  ever  going  to  get  to  a defibril- 
lator? Or  even  to  an  electrocardiogram? 

Think  of  the  situations:  the  swimming  pool 
asphyxias,  the  aspirated  vomitus,  the  accidental 
electrocutions,  the  acute  coronaries,  the  high- 
way accidents,  the  infants  with  acute  fulminat- 
ing pneumonias.  Mouth  to  mouth  breathing,  yes, 
by  all  means  ...  a solo  act  that  can  be  done 
with  relative  safety,  and  with  real  probability 
of  success  without  the  necessity  of  accurate 
diagnosis  and  without  damage  to  the  improperly 
diagnosed. 

Closed  chest  massage  has  produced  a great 
host  of  fractured  ribs,  tension  pneumothoraces, 
ruptured  livers  and  damaged  lungs.  It  is  particu- 
larly easy  to  produce  fatal  hepatic  rupture  in  the 
infant  (this  has  occurred  at  least  twice  in  Ari- 
zona), and  easy  to  fracture  multiple  ribs  in  the 
elderly. 


The  foregoing  accidents  have  occurred  in  the 
hands  of  medical  men.  Imagine  the  potential 
damage  in  the  overenthusiastic,  frightened  lay- 
man who  may  resort  to  vigorous  measures  when 
the  problem  appeared  to  be  cardiac  arrest,  but 
might  well  have  been  simple  apnea  or  syncope 
from  a host  of  reasons. 

There  may  be  a place  for  the  instruction  in 
closed  cardiac  massage  for  specific  groups  of 
laymen,  such  as  policemen  and  firemen.  Here 
we  are  dealing  with  people  trained  and  able 
to  meet  catastrophe:  a stable  group  that  would 
lend  itself  to  being  properly  and  judiciously  in- 
structed. 

It  seems  that  the  unemotional  logistics  of  the 
matter  deserve  some  un- 
emotional thinking.  It 
would  also  appear  that  our 
organizations  that  might 
wish  to  take  this  highly 
charged  subject  and  run  to 
the  public  with  it,  could  do 
well  to  think  beyond  the 
public  relations  aspect  of 
it. 

It  could  be  a potentially 
dangerous  program. 


Dr.  Nelson 


Dr.  Brown 


Arthur  R.  Nelson,  M.D. 
Lee  B.  Brown,  M.D. 
Arizona  State  University 
Cardiac  Laboratory  at 
Good  Samaritan  Hospi- 
tal, Phoenix 


36A 


Arizona  Medicine 


IP  fl  jj 


YOUR  CONCERN:  Rapid  relief  from  pain  for  your 
patient.  Get  him  back  to  his  normal  activity,  fast! 

HOW  SOMA  HELPS:  Soma  provides  direct  pain  relief 
while  it  relaxes  muscle  spasm. 


Soma  relieves  stiffness 
— stops  pain , too 


YOUR  RESULTS:  With  pain  relieved,  stiffness  gone, 
your  patient  is  soon  restored  to  full  activity — often 
in  days  instead  of  weeks. 


Kestler  reports  in  controlled  study:  Average 
time  for  restoring  patients  to  full  activity:  with 
Soma,  11.5  days;  without  Soma,  41  days.  ( J.A . 
M.A.  Vol.  172,  No.  18,  April  30,  1960.) 


The  muscle  relaxant  with  an  independent  pain-relieving  action 


Soma  is  notably  safe.  Side  effects  are  rare.  Drow- 
siness may  occur,  but  usually  only  in  higher  dosages. 
Soma  is  available  in  350  mg.  tablets,  usual  dosage: 
1 TABLET  Q.I.D. 


0 ( carisoprodol,  Wallace) 

Wallace  Laboratories,  Cranbury,  New  Jersey 


If  you  don9t  have  fluoride 
in  your  water... 
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...  you  should  know  about  new 
Vi -Day  tin  w/ Fluoride  with  entrapped  flavor 


The  evidence  is  in.  More  than  8,000  published  reports  verify  the  effectiveness  and  safety  of  fluoride  as 
prophylaxis  against  dental  caries.  Yet  most  communities  today  are  still  without  water  fluoridation. 

If  you  are  in  such  an  area,  new  Vi-Daylin  w/Fluoride  is  an  almost  ideal  means  of  supplementation 
for  children.  For  three  reasons: 

1.  Each  tablet  contains  the  equivalent  of  1 mg.  fluoride.  This  is  the  amount  suggested  for  children 
three  and  over  by  the  American  Dental  Association.*1-2 

2.  As  in  regular  Vi-Daylin  Chewable,  your  patient  gets  the  benefit  of  entrapped  flavor.  This  ingenious, 
double-coating  process  permits  complete  entrapment  of  raw  vitamin  tastes  and  odors— and  keeps 
delicate  flavoring  oils  fresh  until  the  moment  of  use.  Result:  A tablet  that  tastes  like  citrus  candy. 

3.  Sweetened  with  sugar-free  Sucaryl®.  Because  Sucaryl  is  non-nutritive,  it  will  not  react  with 
bacteria  to  form  acids  in  the  mouth. 

Cost?  No  more  than  regular  Vi-Daylin  Chewable  in  economical  bottles  of  100. 

1.  Prescribing  Supplements  of  Dietary  Fluorides,  Council  of  Dental  Therapeutics,  J.A.D.A.,  56:591,  April,  1958. 

2.  Fluoride  Compounds,  Accepted  Dental  Remedies,  27th  Ed.:1 39,  1962. 

VI-DAYLIN  w/FLUORIDE— Multivitamins  with  Fluoride.  SUCARYL— Abbott's  Non-Caloric  Sweetener. 

*ln  areas  where  drinking  water  is  substantially  devoid  of  fluoride. 
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In  Memoriam 


Alloys  H.  Tallakson,  M.D. 

1921-1962 


HR  ALLOYS  H.  TALLAKSON,  of  Phoenix,  died  on  December  4,  1962. 

**  He  was  born  in  Duluth,  Minnesota  on  October  17,  1921.  He  attended  the 
University  of  Minnesota  for  his  undergraduate  work  and  matriculated  to  the 
medical  school.  He  graduated  in  1949.  He  served  an  internship  at  the  Minneap- 
olis General  Hospital  from  July  1,  1949  to  June  30,  1950.  During  World  War  II 
he  was  an  ensign  in  the  Navy. 

Dr.  Tallakson  entered  general  practice  in  Phoenix.  He  developed  a large  and 
faithful  family  practice  during  the  ensuing  years.  He  also  became  active  in  the 
Arizona  Academy  of  General  Practice  where  he  served  a term  on  the  Board  of 
Directors,  and  two  terms  as  its  Vice-President.  Tally  also  was  active  in  the  Mari- 
copa County  Chapter  of  the  Arizona  Academy  of  General  Practice. 

Dr.  Tallakson  is  survived  by  his  widow,  Barbara;  two  sons,  Jeff  and  Bruce;  and 
a daughter,  Susanne. 

Arthur  V.  Dudley  Jr.,  M.D. 
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if 

IT  IS  with  a profound  sense  of  sorrow  and  loss 
of  a personal  friend,  whom  I knew  for  many 
years,  that  I acknowledge  to  the  members  of 
the  medical  profession  in  Arizona  of  the  passing 
of  Dr.  Mihajlo  Matanovitch  on  January  18,  1963, 
in  Phoenix,  Arizona. 

His  noble  existence  and  terrestial  travail  is  not 
just  an  announcement  about  a man  who  just 
very  recently  died,  but  it  should  be  considered 
rather  a worshipful  reverence  expressing  deep 
respect  and  affection  to  an  outstanding  Soul  and 
sublime  existence  that  will  continue  to  last  indef- 
initely. 

Dr.  Mihajlo  Matanovitch  was  born  July  30, 
1891,  in  Cettigne,  Montenegro,  to  the  Rt.  Rev. 
Prota  Krsta  and  Johanna  Matanovitch. 

Through  the  ages  Montenegro  was  the  only 
country  where  Christianity  survived  and  the  only 
one  of  the  Ralkan  States  not  subjugated  by  the 
Turks  because  of  the  courage  of  its  inhabitants 
which  became  legendary.  Dr.  Matanovitch  was 
related  through  marriage  to  the  royal  family  of 
Montenegro.  His  ancestors,  as  Voievodas,  were 
leaders  of  the  Church,  Army  and  Government, 
and  fought  for  centuries  for  the  independence 
and  freedom  of  the  South  Slavs. 

His  father  was  a spiritual  adviser  to  the  King 
of  Serbia  and  a member  of  one  of  the  leading 
South  Slavonic  families,  treasuring  a large  hand- 
made platinum  cross  of  Peter  the  Great,  given 
to  him  by  King  Nicholas  of  Montenegro,  in  rec- 
ognition as  a heroic  general,  who  led  his  warriors 
to  success  in  the  Serbian-Turkish  War  of  1876. 

Dr.  Mihajlo  Matanovitch  was  one  of  the  lead- 
ers for  the  union  of  Montenegro  with  Serbia  and 
president  of  the  Democratic  party  in  Rouche  de 


Mihajlo  Matanovitch 
M.  D. 

1891  - 1963 

Cattars  in  Yugoslavia.  He  was  educated  at  the 
Universities  of  Vienna,  Heidelberg,  Rasel,  Ge- 
neva and  Paris. 

On  October  25,  1920,  he  married  Helen  Mac- 
Pherson-Stewart  of  Scotland.  In  1922  he  served 
as  City  Health  Officer  in  Belgrade,  Yugoslavia. 
During  World  War  I he  served  as  a member  of 
the  Relief  Administration  and  also  was  associ- 
ated with  the  American  Red  Cross  in  the  Balk- 
ans, and  also  formerly  a Reserve  Captain  of  the 
Serbian  Army  in  Montenegro.  He  was  a member 
of  the  Frank  Luke  Post  of  the  American  Legion. 

Dr.  Matanovitch  held  the  following  Honoris 
Causa  titles:  Doctor  of  Medicine  and  Research 
of  the  University  of  British  India;  Doctor  of 
Science,  Western  University  of  British  India; 
Fellow  Member  of  La  Chirurgie  Francaise;  the 
Society  of  the  Friends  of  St.  George’s  Windsor 
Castle;  and  the  American  Academy  of  Political 

HE  WAS  a representative  Delegate  of  the 
World  League  for  Permanent  Peace,  Phila- 
and  Social  Science. 

delphia.  He  was  bestowed  with  the  Medaille 
d’Honneur  des  Arts,  Science,  Lettres,  de  l’lnstitut 
de  France,  and  the  French  Medaille  d’Or  for 
physical  education.  He  was  Grand  Officer  of  the 
Grand  Prix  Humanitaire  of  Belgium. 

Dr.  Matanovitch  was  also  the  author  of  numer- 
ous scientific  publications  relating  to  cholin  and 
ureteral  peristalsis,  formation  of  kidney  stones, 
surgery  and  postoperative  treatment  of  the  pros- 
tate. 

He  was  a member  of  the  American  Medical 
Association,  member  of  the  Southwest  Medical 
and  Surgical  Society,  Arizona  state  and  county 
medical  societies. 

He  came  to  Phoenix  in  the  late  20  s and  con- 
tinued to  practice  in  his  preferred  specialty.  He 
established  his  residence  at  347  Verde  Lane, 
Phoenix,  Arizona. 

He  is  survived  by  a son  George  and  two 
daughters.  To  them  and  Mrs.  Matanovitch  we  ex- 
tend our  sincere  sympathy,  and  we  are  proud 
to  have  been  associated  and  had  in  our  midst  a 
colleague  of  his  stature.  Jacob  Reichert,  M.D. 


April , 1963 
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SANBORN  COMPANY  • MEDICAL  DIVISION  • WALTHAM  54,  MASSACHUSETTS 

Phoenix  Resident  Representative  8341  N.  7th  St.,  943-6917 


NOW:  A SANBORN  TOTAL  CARDIAC  MONITORING  SYSTEM 


Here  is  the  first  cardiac  monitoring  system,  with  alarms  and  pacemaker, 
to  provide  an  integral  electrocardiograph  — that  can  be  set  for  automatic 
ECG  recordings  at  either  selected  intervals,  at  the  onset  of  any  of  four  dis- 
tress conditions,  or  while  the  patient  is  being  paced.  Characteristic  Sanborn 
operating  advantages  are  reflected  throughout  the  design  of  the  new 
Model  780  Viso-Monitor  — in  the  amount  of  useful  information  presented 
and  the  completeness  of  controls  and  operating  modes  to  meet  individual 
patient  needs.  ■ The  four  basic  functions  of  the  Viso-Monitor  are  provided 
by  these  built-in  facilities:  direct-writing  electrocardiograph  of  proven  de- 
sign, with  added  marker  stylus  to  record  digital  pulse  and  to  distinguish 
between  “programmed"  ECG’s  and  “distress"  ECG’s;  front  panel  heart 
rate  meter  with  adjustable  upper  and  lower  limits;  visual  alarms  by  indicator 
lights  for  tachycardia,  bradycardia,  arrest,  no  pulse,  QRS  complex  — plus 
instrument  operating  conditions  (power>  pacing,  inoperate);  and  a pace- 
maker for  internal  or  external  pacing,  operated  manually  or  set  for  auto- 
matic pacing  at  arrest,  with  controls  to  preset  pace  current  and  rate.  ■ For 
simultaneous  visual  and  audible  alarm , the  780-800  Remote  Indicator  dis- 
plays heart  rate  and  the  8 events  as  on  bedside  Viso-Monitor,  plus  a 
"beep”  at  each  QRS  complex  and  steady  tone  if  distress  occurs.  Indicator 
lights  remain  on  until  reset  at  main  unit.  The  Viso-Monitor  may  also  be 
connected  to  the  hospital  call  system,  for  an  addi- 
tional means  of  display  and  warning.  ■ Model  780 
Viso-Monitor  $1850,  Model  780-800  Remote  Indicator 
unit  $250,  F.O.B.  Waltham,  Mass.,  continental  U.S.A. 


Compact  bedside  unit  signals  8 events , provides  ECG’s , pacing 
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lowers  motility  | relieves  cramping  | stops  diarrhea 


LOMOTIL  Antidiarrheal  tablets  and  liquid 

(brand  of  diphenoxylate  hydrochloride  with  atropine  sulfate) 


Traditionally  the  most  effective  means  of 
slowing  excess  intestinal  motility  in  diarrhea 
and  so  of  relieving  the  disorder  have  been 
the  opium  derivatives.  Now  Lomotil  makes 
available  an  antidiarrheal  agent1  of  greater 
therapeutic  efficiency  than  morphine. 

By  controlling  hypermotility,  the  basic  me- 
chanical dysfunction  of  diarrhea,  Lomotil  re- 
duces the  frequency  and  fluidity  of  stools, 
diminishes  cramping  and  controls  diarrhea 
in  many  patients  in  whom  other  drugs  have 
proved  inadequate. 

In  a recent  clinical  report  Cayer  and  Sohmer2 
state:  “The  alleviation  of  symptoms  [with 
Lomotil]  was  usually  prompt,  occurring 
within  24  to  72  hours  even  in  the  long- 
standing chronic  cases.  ...  A surprisingly 
satisfactory  response  was  obtained  in  75  per 
cent  of  the  patients  with  regional  enteritis 
and  in  63  per  cent  of  those  with  ulcerative 
colitis,  all  of  whom  had  failed  to  respond  to 
other  measures.” 

The  high  therapeutic  efficiency  of  Lomotil,  its 
safety,  convenience  and  economy  may  be  used 
to  advantage  in  acute  or  chronic  diarrhea. 

g.d.  SEARLE  &CO.  Research  in 


Dosage:  For  adults  the  recommended  initial 
dosage  is  two  tablets  (2.5  mg.  each)  three  or 
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Public  Health  Problems  in  the  State  of  Sonora 

Problems  de  Salud  Publica  en  el  Estado  de  Sonora 

William  Soberanes,  M.D. 


1WISH  to  extend  my  sincere 
thanks  for  the  invitation  to  at- 
tend this  important  medical  con- 
gress, and  I’m  particularly  grateful 
to  Drs.  William  B.  Steen  and  Hugh 
Smith  for  giving  me  the  opportunity 
to  take  part  in  this  panel  session  in 
which  public  health  problems  of  the 
state  of  Arizona  will  be  discussed. 


I’m  sure  that  you  realize  that 
amidst  two  groups  of  people  like 
those  who  live  in  the  states  of  Ari- 
zona and  Sonora,  having  marked 
cultural  and  economic  differences 
and  living  quite  close  to  one  another,  there  may 
be  public  health  problems  with  reciprocal  reper- 
cussions. 


Dr.  Soberanes 

Hermosillo,  Sonora 
M cxico 


GRADEZCO  sinceramente  la  in- 
vitacion  que  me  han  hecho  para 
asistir  a este  importante  Congreso 
Medico,  enviando  especial  manifes- 
tacion  de  gratitud  para  los  Dres. 
William  B.  Steen  y Hugh  Smith  por 
su  interes  para  darme  la  oportuni- 
dad  de  intervenir  en  esta  sesion  tipo 
panel,  en  que  se  trataran  los  prob- 
lemas  de  Salud  Publica  del  estado 
de  Arizona. 

No  dudo  que  ustedes  aceptaran 
que  entre  dos  grupos  humanos  como 
lo  son  los  habitantes  de  Arizona  y 
Sonora,  aunque  con  destacadas  dif- 
erencias  culturales  y economicas,  y 
que  conviven  en  estrecho  contacto,  puedan  ex- 
istir  inferencias  y repercusiones  en  materia  de 
Salud  Publica  reciprocas. 


The  Mexican- American  border  area  is  one  of 
the  world’s  regions  wherein  the  greatest  popu- 
lation flow  is  to  be  seen,  since  the  number  of 
persons  crossing  it  yearly  reaches  the  figure  of 
one  hundred  million.  There  are  fourteen  Mexi- 
can-American  twin  cities  along  the  1500  miles 
of  border.  All  of  these  experience  a constant 
flow  of  travelers  from  one  side  to  the  other. 

Due  to  the  increasing  flow  of  people  and 
livestock,  the  greater  part  of  the  public  health 
problems  in  the  border  area  are  to  be  found  on 
both  sides.  Therefore,  many  of  them  do  not 
respond  to  measures  as  they  ought  to,  but  re- 
quire a common  and  coordinated  effort. 

For  these  reasons  I think  that  you  would  be 

Presented  at  a panel  discussion  on  public  health  problems  in 
Arizona,  the  71st  Annual  Meeting,  The  Arizona  Medical  Associ- 
ation, Scottsdale,  on  April  26,  1962. 

Director  of  Public  Health  of  the  State  of  Sonora,  Mexico. 


La  frontera  Mexieana-Estadounidense  es  la 
que  presenta  mayor  movimiento  de  poblacion 
en  el  mundo  elevandose  a 100.000.000  el  mime- 
ro  de  personas  que  la  atraviesan  anualmente.  A 
lo  largo  de  las  1500  millas  de  frontera,  hay  14 
ciudades  gemelas  Mexicanas-Estadounidenses. 
Todas  ellas  experimentan  un  constante  movi- 
miento de  viajeros  de  uno  y otro  lado  de  la 
frontera. 

Con  motivo  de  este  constante  transito  de  per- 
sonas y animales,  la  mayoria  de  los  problemas 
de  Salud  Publica  de  la  region  fronteriza,  son 
comunes  en  ambos  lados,  por  lo  que  muchos 
de  ellos  no  pueden  resolverse  debidamente  sino 
en  un  esfuerzo  conjunto,  cooperativo  y coordi- 
nado. 

Por  todas  estas  razones  es  que  considero  que 

Presentado  en  una  sesion  tipo  panel  de  problemas  de  Salud 
Publica  en  Arizona,  la  septuagesima  primera  Reunion  Anual,  La 
Asociacidn  Medica  de  Arizona,  Scottsdale,  en  Abril  26,  1963. 

Director  de  Salud  Publica  en  el  estado  de  Sonora,  Mexico. 
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interested  in  becoming  familiar  with  the  condi- 
tions as  they  exist  and  I shall  try  to  set  them 
forth  briefly. 

The  State  of  Sonora  has  some  771,161  people. 
It  has  a semi-desert  climate  and  the  population 
is  concentrated  in  the  western  portion  wherein 
are  great  farming  valleys.  Agriculture,  cattle 
raising,  fishing,  and  mining  are  the  principal 
sources  of  wealth.  The  majority  of  the  people  are 
racially  mixed,  with  only  4 per  cent  of  the  people 
being  of  pure  Indian  stock. 

An  age-group  distribution  of  the  population 
of  the  state  reveals  that  the  highest  percentages 
of  the  population  belongs  to  the  group  included 
between  the  ages  of  2 and  44  years,  and  among 
these  the  15-year  to  24-year  group  has  the  high- 
est total. 

The  birth  rate  for  the  state  reached  the  figure 
of  54.4  per  thousand  for  the  year  1955.  The 
general  death  rate  for  1961  was  8.3  per  thousand. 

Deaths  and  specific  mortality  rates  based  on 
age  groups  indicate  that  the  highest  rates  are 
found  among  persons  of  one  year  and  those 
above  75,  and  the  lowest  for  ages  between  5 
and  54. 

On  examining  the  death  and  specific  mortal- 
ity rates  on  the  basis  of  etiology  for  the  state 
of  Sonora,  which  have  been  compiled  from  the 
averages  obtained  between  1950  and  1960,  one 
finds  that  gastroenteritis  and  colitis  assume  top 
ranking;  childhood  illnesses  and  pneumonia  fol- 
low in  order.  The  death  rate  due  to  tuberculosis 
and  malignant  tumors  is  also  significant. 


THE  1961  infant  mortality  rate  for  the  state  of 
Sonora  is  63.5  per  thousand  live  births.  Gastro- 
enteritis and  colitis,  with  death  rates  of  from 
18.9  to  30.5  per  thousand,  occupy  first  place  in 
infant  death  rate  in  the  state. 

Infections  in  the  newborn  are  second  with  a 
rate  of  10.1  to  12.8  per  thousand,  and  pneumo- 
nia, with  a rate  of  7.9  to  10.5  per  thousand, 
ranks  third. 

These  data  are  presented  in  the  belief  that, 
of  themselves,  they  clearly  show  the  basic  pub- 
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podria  interesar,  a ustedes  conocer  las  condi- 
ciones  que  en  materia  de  Salud  Publica  preva- 
lecen  en  Sonora,  lo  que  tratare  de  exponer  en 
forma  breve  a continuacion. 

El  estado  de  Sonora  cuenta  con  una  pobla- 
cion de  771.161  habitantes.  Su  clima  es  semide- 
sertico.  La  poblacion  se  encuentra  localizada 
en  la  parte  occidental  en  los  grandes  valles  ag- 
ricolas. La  principales  fuentes  de  riquezas  son, 
la  Agricultura,  Ganaderia,  Pesca  y Mineria.  La 
mayoria  de  sus  pobladores  son  mestizos,  ya  que 
solo  el  cuatro  por  ciento  lo  constituyen  indi- 
genas. 

La  distribution  de  la  poblacion  por  grupos 
de  edad  en  el  estado  de  Sonora,  muestra  que 
los  mas  altos  porcentajes  de  poblacion  corre- 
sponden  a la  edad  comprendida  de  los  dos  has- 
ta  los  44  anos,  alcanzando  la  cifra  mas  elevada 
entre  los  15  a 24. 

El  indice  de  natalidad  por  el  Estado,  ha  lle- 
gado  a la  cifra  de  54.4  por  1.000  para  el  ano 
de  1955.  El  coeficiente  de  mortalidad  general 
es  de  8.3  por  1.000  en  1961. 

Las  defunciones  y mortalidad  especificas  por 
grupos  de  edad  indican  que  los  mas  altos  in- 
dices se  registran  en  las  personas  de  un  ano  y 
mayores  de  75,  siendo  mas  bajas  en  las  edades 
comprendidas  entre  los  cinco  a 44  anos. 

Las  defunciones  y mortalidad  especificas  por 
causas  en  el  estado  de  Sonora,  de  acuerdo  con 
el  promedio  obtenido  entre  los  anos  de  1950  a 
1960,  manifiestan  que  el  primer  lugar  lo  ocupa 
las  gastroenteritis  y colitis;  en  segundo  termino 
las  enfermedades  de  la  primera  infancia  y en 
seguida  las  neumonias.  Tambien  tienen  valor 
significante  los  coeficientes  de  mortalidad  por 
tuberculosis  y por  tumores  malignos. 

EL  coeficiente  de  mortalidad  infantil  para  el 
estado  de  Sonora  es  de  63.5  por  1.000  nacidos 
vivos  en  el  ano  de  1961.  En  lo  que  se  refiere  a 
mortalidad  infantil  por  causas  en  el  estado  de 
Sonora,  ocupan  el  primer  lugar  las  gastroen- 
teritis y colitis  con  indices  entre  18.9  y 30.5  por 
1.000.  En  segundo  termino  las  infecciones  de 
los  recien  nacidos  con  coeficientes  de  10.1  a 
12.8  por  1.000,  y en  tercer  lugar  las  neumonias, 
que  son  entre  7.9  y 10.5  por  1.000. 

Son  presentados  estos  datos  por  considerar 
que  en  si  muestran  claramente  los  problemas 
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lie  health  problems  confronting  the  state  of  So- 
nora. There  is  a high  infant  death  rate  due  to 
illnesses  closely  related  to  such  fundamental 
factors  as  nutrition,  sanitary  conditions,  and  ed- 
ucational level. 

With  respect  to  endemic  illnesses,  tuberculo- 
sis is  one  of  the  major  problems. 

With  the  foregoing  as  a background,  I wish 
to  outline  the  public  health  program  being  de- 
veloped in  the  state  of  Sonora. 

In  preventive  medicine  there  is  under  de- 
velopment at  present  a construction  and  activa- 
tion program  for  health  centers,  hospitals,  ma- 
ternity hospitals,  well-babv  clinics  and  rural 
health  centers. 

T present  the  state  of  Sonora  has  six  Class  A 
public  health  centers,  two  rural  sanatoriums, 
21  rural  maternity  and  child  care  centers,  and 
five  well-baby  clinics.  We  have  under  construc- 
tion two  hospital  health  centers  and  seven  rural 
maternity  and  child  care  centers. 


Each  of  these  agencies  provides  preventive 
medical  services,  but  their  prime  purpose  is 
found  in  hygiene,  child  and  maternity  welfare, 
area  sanitation,  and  personal  health  indoctrina- 
tion. 

As  for  sanitation,  provision  has  been  made 
for  pure  drinking  water  and  for  sewage  disposal 
in  the  principal  centers  of  the  state,  although 
services  are  becoming  inadequate  due  to  popu- 
lation growth.  The  state  has  provided  35  rural 
areas  with  drinking  water  and  has  plans  to  ex- 
tend these  services  to  other  areas  as  they  need  it. 

The  training  of  personnel  such  as  nurses,  vet- 
erinarians, sanitary  engineers  and  public  health 
doctors  has  received  special  attention. 


The  public  health  budget  has  been  increased 
from  110,000  pesos  in  1940  to  20,000,000  pesos 
in  1962.  The  program  receiving  special  attention 


basicos  de  Salud  Publica  que  afronta  el  estado 
de  Sonora.  Elevada  mortalidad  infantil  por  pa- 
decimientos  que  estan  mtimamente  relacionados 
con  factores  fundamentales  como  son,  la  nutri- 
cion,  condiciones  de  saneamiento  ambiental  y 
nivel  educativo. 

En  lo  que  respecta  a las  enfermedades  en- 
demicas,  es  la  tuberculosis  uno  de  los  prob- 
lemas  principales. 

Como  base  en  lo  anterior,  deseamos  expresar 
en  breves  palabres  cuales  son  los  programas 
que  en  materia  de  Salud  Publica  se  estan  desar- 
rollando  en  el  estado  de  Sonora. 

En  lo  que  se  refiere  a medicina  preventiva,  se 
encuentra  en  desarrollo  un  programa  de  con- 
struction y funcionamiento  de  Centros  de  Salud, 
Hospitales,  Maternidades,  Guarderias,  Infantiles 
y Centros  de  Salud  Rural. 

¥}  L estado  de  Sonora  cuenta  actualmente  con 
11  seis  Centros  de  Salud  tipo  “A”,  seis  Centros 
de  Salud  con  Hospital,  12  Centros  de  Salubri- 
dad  y Asistencia,  dos  Sanatorios  Rurales,  21 
Centros  Materno  Infantiles  rurales  y cinco 
Guarderias  Infantiles.  Actualmente  se  encuen- 
tran  en  construction  dos  Centros  de  Salud  con 
Hospital  y siete  Centros  Materno  Infantiles 
rurales. 

En  todas  estas  dependences  se  imparten  los 
servicios  de  medicina  preventiva  pero  funda- 
mentalmente  en  el  aspecto  de  higiene  y asisten- 
cia materno  infantil,  saneamiento  del  medico  y 
education  higienica. 

En  materia  de  saneamiento  se  ha  dotado  de 
agua  potable  y drenaje  a las  principales  pobla- 
ciones  del  Estado,  aunque  dichos  servicios  re- 
quieren  ampliaciones  por  el  crecimiento  demo- 
grefico.  El  Gobierno  del  estado  ha  dotado  de 
agua  potable  a 35  poblaciones  rurales,  estando 
en  proyecto  continuar  dichas  obras  a otras  pob- 
laciones que  lo  requieran. 

En  estos  programas  ha  habido  preoeupancion 
especial  del  adiestramiento  de  personal  como 
Enfermeras,  Medicos  Veterinarios,  Ingenieros 
Sanitarios  y Medicos  en  Salud  Publica. 

El  presupuesto  dedicado  a Salud  Publica  se 
ha  incrementado  de  $110,000  en  1940  a 
$20,000,000  anuales  en  1962.  Pero  un  programa 
que  esta  mereciendo  especial  interes  en  el  ano 
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this  year  is  the  tuberculosis  control  program. 

To  this  end,  a 50-bed  hospital  exclusively  for 
surgical  patients  has  been  built  in  Navojoa. 

The  anti-tuberculosis  program  is  being  car- 
ried out  in  the  southern  portion  of  the  state  with 
the  help  and  cooperation  of  the  Department  of 
Public  Health  and  Welfare  for  the  state,  as  well 
as  various  cities  and  private  enterprise.  Since 
February  of  this  year  there  has  been  launched 
the  intensified  phase  of  the  campaign  in  the 
southernmost  part  of  the  state  due  to  the  fact 
that  it  is  the  most  populous.  The  following 
points  are  being  covered : 

Population-wide  chest  X-ray;  intradermal  tu- 
berculin testing  with  PPD;  administration  of 
BCG  vaccine;  administration  of  anti-tubercular 
drugs  to  patients  and  sources  of  infection;  and 
surgical  treatment  for  those  who  need  it.  This 
large  scale  program  is  expected  to  control  tu- 
berculosis in  the  shortest  possible  time. 


LONG  the  border  special  conditions  of  life 
make  venereal  diseases  a problem.  This 
problem  is  in  the  process  of  being  solved  by 
reciprocal  notification  of  contacts  as  well  as  by 
the  extensive  prophylactic  campaign,  which, 
aided  by  slow  acting  penicillin,  is  being  carried 
on  against  venereal  contacts. 

Another  problem  which  is  sure  to  be  of  inter- 
est to  all  is  that  of  smallpox,  and  on  this  sub- 
ject I wish  to  say  categorically  that  the  newspa- 
per articles  about  reported  cases  of  smallpox  in 
the  Republic  of  Mexico  are  false.  All  of  these 
cases  have  been  proved  either  to  have  been  di- 
agnosed erroneously  or  were  the  product  of  con- 
fusion with  other  illnesses. 

Mexico  and  the  State  of  Sonora  do  not  at 
present  have  a single  case  of  smallpox.  Never- 
theless, the  experience  of  what  has  recently 
happened  in  England  ought  to  cause  us  to  be 
on  the  alert  to  keep  an  adequate  index  of  pro- 
tection by  way  of  the  vaccine  against  smallpox. 

Another  problem  well  known  to  all  of  you  is 
that  soon  after  arriving  in  Mexico  the  tourist 
will  frequently  have  a transient  attack  of  diar- 
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actual,  es  el  de  el  control  de  la  tuberculosis. 

Para  el  efecto  se  eonstruyo  en  Navojoa,  un 
Hospital  de  50  eamas  para  enfermos  quirugicos 
exclusivamente. 

El  Programa  de  lueha  contra  la  tuberculosis 
se  esta  llevando  a cabo  en  el  sur  del  Estado 
con  el  interes  y cooperaeion  de  la  Secretaria  de 
Salubridad  y Asistencia,  Gobierno  del  Estado, 
Municipios  e Iniciative  Privada.  Desde  febrero 
del  aho  actual,  se  inicio  la  fase  intensiva  de  la 
campana  en  la  zona  sur  del  Estado,  por  ser  la 
mas  poblada,  cubriendo  en  forma  concurrente 
los  siguientes  aspectos: 

Catastro  roracico  en  toda  la  poblacion;  intra- 
dermoreacciones  con  PPD;  administracion  de 
vacuna  BCG;  administracion  de  drogas  anti- 
tuberculosis a enfermos  y contaetos  y trata- 
mientos  quirurgicos  para  los  casos  que  lo  ameri- 
ten.  Este  programa  intensivo  tiene  el  proposito 
de  reducir  al  menor  tiempo  posible  el  programa 
de  control  de  la  tuberculosis. 


IjlN  lo  que  se  refiere  a la  zona  fronteriza,  existe 
i el  problema  de  las  enfermedades  venereas  por 
las  caracteristicas  especiales  de  vida  de  las  ciu- 
dades  fronterizas.  Este  problema  se  ha  ido  re- 
solviendo  con  la  notificacion  reciproca  de  los 
contaetos  asi  como  la  campana  profilactica  ma- 
siva  que  con  la  penicilina  de  accion  retardada  se 
lleve  a cabo  con  las  contaetos  venereos. 

Otro  problema  que  seguramente  nos  interesa 
a todos  es  el  de  la  Viruela,  y al  respecto  deseo 
informar  a ustedes  en  forma  categorica,  que 
son  falsas  la  informaciones  periodisticas  respec- 
to a supuestos  casos  de  Viruela  oeurridos  en  el 
Republica  Mexicana.  En  todos  los  casos  se  ha 
comprobado  diagnosticos  erroneos  v confusion 
con  otros  padeciemientos. 

En  Mexico  y en  Sonora  no  existen  actualmen- 
te  ningun  caso  de  Viruela.  Sin  embargo  ereo 
que  la  experiencia  de  lo  ocurrido  recientemente 
en  Inglaterra  debe  obligarnos  a estar  alertas  y 
conservar  un  adecuado  indice  de  proteccion 
mediante  el  uso  de  la  vacuna  antivarioiosa. 

Otro  problema  conocido  de' todos  ustedes  es 
que  los  turistas  al  llegar  a nuestro  Pais,  fre- 
cuentemente  presen  tan  un  sindrome  diarreico 
pasajero  que  frecuentemente  se  atribuye  a no- 
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rhea  that  is  frequently  attributed  to  food  sup- 
ply and  water  sources. 

Here  I wish  to  say  that  since  1958,  studies 
have  been  carried  on  by  Dr.  Gerardo  Varela  of 
the  Institute  of  Tropical  Diseases  of  Mexico 
City.  These  studies  have  been  based  on  the 
bacteriological  examination  of  feces  of  500  tour- 
ists with  diarrhea  and  show  in  a convincing 
way  that  the  cultured  bacteria  were  the  same 
common  intestinal  bacteria  found  anywhere  in 
the  world. 


A POSSIBLE  explanation  may  be  found  in  the 
antigenic  differences  of  cultures  from  different 
geographic  zones  and  for  which  the  tourists 
who  leave  their  customary  surroundings  may 
not  have  any  acquired  immunity. 

Gentlemen,  I have  set  out  to  outline  within 
the  limitations  of  available  time  the  public 
health  problems  found  in  the  state  of  Sonora 
and  how  we  are  attempting  to  solve  them. 

If  I can  clear  up  any  points,  I shall  be  glad 
to  do  so. 

Fortunately,  bonds  of  friendship  and  the  de- 
sire to  study  and  solve  the  problems  affecting 
our  respective  states  have  existed  for  some  time 
now. 

It  is  my  fondest  wish  that  since  Providence 
has  placed  us  in  direct  contact  that  we  try  to 
solve  the  medical  problems  mentioned  here  on 
the  basis  of  joint,  coordinated  and  cooperative 
effort. 

William  Soberans,  M.D. 


malias  en  las  fuentes  de  abastecimientos  de 
agua  y alimentos. 

Sobre  el  particular  deseo  manifestar  a ustedes 
que  desde  el  ano  de  1958  en  estudios  realizados 
por  el  Dr.  Gerardo  Varela  del  Instituto  de  En- 
fermedades  Tropicales  de  la  Ciudad  de  Mexico, 
en  examenes  bacteriologicos  en  heces  fecales 
de  mas  de  500  turistas  que  habian  presentado 
dichos  cuadros  diarreicos,  demostraron  en  forma 
convincente  que  los  germenes  aislados  no  eran 
otros  que  los  germenes  banales  que  existen  en 
cualquier  parte  del  mundo. 

I A explication  posible  de  estos  cuadros  sea 
1 quizas  las  diferencias  antigenas  de  las  cepas 
de  diferentes  zonas  geograficas  y para  las  cuales 
quizas  no  haya  inmunidad  adquirida  por  parte 
de  los  turistas  que  salen  fuera  de  su  ambiente 
habitual. 

Senores  Congresistas,  he  querido  esbozar 
unicamente,  de  acuerdo  con  las  limitaciones  del 
tiempo  los  problemas  de  Salud  Publica  que 
afectan  al  estado  de  Sonora  y como  trataremos 
de  resolverlos. 

Si  yo  estoy  en  posibilidad  de  aclarar  cual- 
quier punto,  con  todo  gusto  lo  hare. 

Tenemos  lo  gran  dicha  que  de  tiempo  atras 
existen  lazos  de  amistad  y deseos  de  estudiar  y 
resolver  los  problemas  que  afectan  a nuestros 
respectivos  Estados. 

Mis  mejores  deseos  son,  el  en  sentido  de  que 
ya  que  el  destino  nos  ha  colocado  en  conviven- 
cia  directa  tratemos  de  resolver  en  forma  con- 
junta,  coordinada  y cooperativa  los  problemas 
de  Salud  Publica  que  afectan  a nuestros  re- 
spectivos estados. 

Guillermo  Soberanes  Munoz,  M.D. 
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Southwestern  Preparatory  School 


Maricopa  County  Medical  Society 


Mrs.  Parrish 

Registrar 


THE  only  medical  secretarial  school  in  the  United  States  to  be  operated 
by  a medical  society  was  opened  October  1,  1962,  by  Arizona’s  pro- 
pressive  Maricopa  County  Medical  Society.  With  graduation  of  its  first 
class  completed,  and  the  second  scheduled  for  graduation  in  early 
April,  Southwestern  Preparatory  School  for  medical  secretaries  is  well 
under  way  in  its  plans  to  answer  the  need  for  trained  office  help  by  the 
state’s  expanding  medical  profession.  Students  at  Southwestern  Prepara- 
tory School  attend  three  months  of  intensive  half-day  sessions  in  the 
classroom.  They  must  also  serve  a full  month’s  internship  in  a local  phy- 
sician’s office,  prior  to  completing  graduation  requirements.  They  are 
taught  medical  terminology  and  spelling,  anatomy  and  physiology, 
preparation  of  insurance  forms,  office  management,  use  of  dictaphone, 
ethics,  grooming,  patient  relations,  and  patient-aid  techniques.  Practical  experi- 
ence is  given  in  taking  blood  pressures,  operation  of  autoclave  and  electrocardio- 
graphs. While  serving  their  internships  on  a no-salary  basis,  the  students  work  as 
receptionists,  assist  in  making  appointments,  complete  insurance  forms,  trans- 
cribe case  histories,  and  aid  the  regular  office  personnel  in  their  routine  duties. 


THE  admissions  committee  of  the  school  requires  that  the  student  be  18  to  45 
years  old,  have  a high  school  education  or  its  equivalent,  and  be  able  to  type 
40  words  per  minute.  Entrance  examinations,  which  include  spelling  tests,  are 
given  each  applicant  during  personal  interviews. 

Attitudes  and  aptitudes  have  been  rated  excellent  by  those  doctors  who  have 
participated  in  the  internship  program  of  Southwestern  Preparatory  School.  So 
excellent,  in  fact,  that  eight  of  the  interns  of  the  first  class  were  offered  regular 
employment  in  the  offices  where  they  interned. 

More  than  200  doctors  have  indicated  their  willingness  to  join  the  internship 
program  set  by  Southwestern  Preparatory  School,  said  Mrs.  Lee  Swift,  execu- 
tive director. 

Students  will  be  placed  by  the  school  through  the  Doctor’s  Office  Place- 
ment Bureau,  also  operated  by  the  Maricopa  County  Medical  Society,  once 
they  have  completed  their  course  satisfactorily. 

Response  to  the  school  has  been  overwhelming,  said  Mrs.  Swift.  Inquiries  have 
been  received  from  prospective  students  throughout  the  United  States. 

Other  medical  societies  and  affiliated  medical  organizations,  including  Mayo 
Clinic,  have  expressed  interest  throughout  the  country  in  the  organization  of 
Southwestern  Preparatory  School.  Their  letters  have  indicated  that  the  need 
for  trained  medical  office  help  exists  nationally. 

Southwestern  Preparatory  School  will  graduate  five  classes  yearly.  The  fourth 
class  began  April  1. 

Twenty-five  local  physicians  assist  in  the  direction  of  the  school  and  partici- 
pate in  instruction.  Director  of  Education  is  Miss  Shirley  Stinson,  R.N.,  and 
Registrar  is  Mrs.  Zoya  Parrish,  B.A. 
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‘Miltown’  is  a known  and  dependable  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for 
either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate  (‘Miltown’) 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  seven  years  of  clinical  use 

Outstanding  Record  of 
Effectiveness  and  Safety 

Relieves  anxiety  and  anxious  depression  in  a 
broad  spectrum  of  clinical  conditions.  Doesn’t 
leave  patients  “too  groggy’’  to  work  or  think 
or  learn. 

Relaxes  both  mind  and  skeletal  muscle.  Relieves 
physical  tension  as  well  as  emotional  stress. 

Toxicity  is  low  and  side  effects  are  few.  Does  not 
cause  liver  damage  or  Parkinson-like  effects. 


USUAL  DOSAGE:  One  or  two  400  mg.  tablets  t.i.d. 
SUPPLIED:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  bottles  of  50.  Also  as  Meprotabs®  —400  mg. 
unmarked,  coated  tablets;  and  in  sustained-release 
capsules  as  Meprospan®-400  and  Meprospan® -200 
( containing  respectively  400  mg.  and 
200  mg.  meprobamate ) . 


Miltown* 

meprobamate  (Wallace) 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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72nd  Annual  Meeting 


Dr.  John  Caffey 

Denver 


Dr.  Fred  Kern  Jr. 

Denver 


Dr.  John  Caffey  at  left,  is  visiting  profes- 
sor of  pediatrics  and  radiology,  University  of 
Colorado,  Denver. 

Dr.  Fred  Kern  Jr.,  at  right,  is  attending 
physician  at  Colorado  General  Hospital,  Den- 
ver, and  consultant  to  the  Veterans  Administra- 
tion Hospitals  in  Denver,  Albuquerque,  and 
Grand  Junction,  Colorado. 


Guest  Speakers 

72nd  Annual  Meeting 

The  Arizona  Medical  Association,  Inc. 


11  UEST  speakers  for  the  72nd  annual  meeting  of  The  Arizona  Medi- 
I cal  Association,  Inc.,  will  participate  in  panel  discussions  and  will 
lecture  during  the  scientific  sessions  May  2,  3 and  4.. 

Guest  speakers  are  Dr.  John  Caffey  of  Denver;  Dr.  Paul  R.  Durnke, 
Detroit;  Dr.  Fred  Kern  Jr.  of  Denver;  Dr.  Edmund  L.  Keeney,  La  Jolla; 
Dr.  Hugh  B.  Lynn,  Rochester,  Minnesota;  Rev.  Dr.  Paul  B.  McCleave, 
Chicago;  Dr.  William  H.  Sweet,  Boston;  and  Dr.  Melvin  H.  Goodwin, 
Phoenix.  The  complete  program  for  the  meeting  appeared  in  Arizona 
Medicine,  February  and  March  1963  issues. 


Dr.  Edmund  L.  Keeney 
La  Jolla 


Dr.  Edmund  L.  Keeney  prac- 
tices in  La  Jolla,  California,  and 
is  president  of  the  American  Col- 
lege of  Chest  Physicians. 


Dr.  Melvin  H.  Goodwin 

Phoenix 


Dr.  Melvin  H.  Goodwin  received 
his  Ph.D.  from  Emory  University, 
and  is  chief  of  the  Phoenix  Field 
Station. 


52A 


Arizona  Medicine 


72nd  Annual  Meeting 


Rev.  P.  B.  McCleave 
Chicago 


Dr.  Paul  R.  Dumke 

Detroit 
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The  Reverend  Paul  B.  McCleave,  of  ^ 

Chicago,  is  director  of  the  Department  of 

Medicine  and  Religion  of  the  American  S 

Medical  Association. 
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Dr.  Paul  R.  Dumke  is  chairman  of  the 
Department  of  Anesthesiology,  Henry 
Ford  Hospital,  Detroit. 


THE  theme  for  the  scientific  sessions  of  the  72nd  an- 
nual meeting  is  “Frontier  Medicine  in  the  Sixties.” 
Breakfast  panel  discussions  will  be  held  May  2 and  3. 
Scientific  sessions  will  be  May  2,  3 and  4.  The  Pioneer 
Hotel,  Tucson,  is  headquarters  for  the  sessions. 


DR.  John  R.  Schwartzmann  is 
general  program  chairman 
for  the  1963  annual  meeting.  Dr. 
James  E.  Brady  is  chairman  of 
the  Scientific  Assembly  Commit- 
tee. Dr.  Arthur  R.  Nelson  i§  as- 
sistant chairman,  and  Dr.  Fred 
H.  Landeen  is  committee  secre- 
tary. Dr.  William  B.  Steen,  presi- 
dent-elect, is  consulting  co-chair- 
man. 


Dr.  Hugh  B.  Lynn 


Rochester 

Dr.  Hugh  B.  Lynn  is  assistant 
professor  of  surgery  of  the  gradu- 
ate school  at  the  Mayo  Founda- 
tion, and  is  head  of  the  section  of 
pediatric  surgery,  Mayo  Clinic. 


Dr.  William  H.  Sweet 


Boston 

Dr.  William  H.  Sweet  has  been 
chief  of  the  neurosurgical  service, 
Massachusetts  General  Hospital 
since  1961. 
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72nd  Annual  Meeting 


Dr.  Leslie  B.  Smith 

Past  President 


Dr.  C.  E.  Yount  Jr. 

President 


Dr.  William  B.  Steen 

President-elect 


Dr.  W.  Albert  Brewer 

Vice  President 


Officers  and 
Board  of  Directors 


Dr.  C.  E.  Henderson 

Secretary 


Dr.  A.  V.  Dudley  Jr. 

Treasurer 


The  Arizona  Medical  Association, 
Inc. 

1962-1 963 


»R.  Clarence  E.  Yount  Jr.  of  Prescott  is 
president  of  The  Arizona  Medical  As- 
sociation, Inc.,  for  the  1962-1963  term.  Dr. 
Leslie  B.  Smith,  of  Phoenix,  is  past  presi- 
dent. 

Dr.  William  B.  Steen,  of  Tucson,  is  presi- 
dent-elect and  Dr.  W.  Albert  Brewer,  of 
Phoenix,  is  the  association’s  vice  president. 

Other  officers  are  Dr.  C.  E.  Henderson 
of  Phoenix,  secretary;  Dr.  Arthur  V.  Dudley 
Jr.  of  Tucson,  treasurer,  and  Dr.  Paul  B. 
Jarrett,  Phoenix,  speaker  of  the  house. 


Dr.  Paul  B.  Jarrett 

Speaker  of  the  House 
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Dr.  Lindsay  E.  Beaton 

Delegate  to  AM  A 


Dr.  Tesse  D.  Hamer 
Delegate  to  AM  A 


DELEGATES  to  the  American  Medical 
Association  are  Dr.  Lindsay  E.  Beaton 
of  Tucson  and  Dr.  Jesse  D.  Hamer,  Phoe- 
nix. 

Alternate  delegates  to  the  American 
Medical  Association  are  Dr.  Dermont  W. 
Melick  of  Phoenix  and  Dr.  Arnold  H. 
Dysterheft  of  McNary.  Dr.  Darwin  W. 
Neubauer  of  Tucson  is  Editor-in-Chief. 


Dr.  Dermont  W.  Melick 


Alternate  Delegate 
to  AM  A 


Dr.  A.  H.  Dysterheft 

Alternate  Delegate 


to  AM  A 


Dr.  D.  W.  Neubauer 

Editor-in-Chief 
Arizona  Medicine 


Mr.  Robert  Carpenter 

Executive  Secretary 


Paul  R.  Boykin 

Assistant  Executive 
Secretary 


Joe  Ledvvitlge 

Executive  Assistant 


Mr.  Robert  Carpenter  is  executive  secretary 
of  the  association,  and  Mr.  Paul  R.  Boykin  is  as- 
sistant executive  secretary.  Mr.  Joe  Ledwidge  is 
executive  assistant.  The  association  offices  are 
in  Scottsdale. 


April,  1963 


55  A 


72nd  Annual  Meeting 


Dr.  Leslie  B.  Smith 

Past  President 


Dr.  C.  E.  Yount  Jr. 

President 


Dr.  William  B.  Steen 

President-elect 


Dr.  W.  Albert  Brewer 

Vice  President 


Dr.  C.  E.  Henderson 

Secretary 


Dr.  A.  V.  Dudley  Jr. 

Treasurer 


Officers  and 
Board  of  Directors 

The  Arizona  Medical  Association, 
Inc. 

1962-1963 


Dr.  Paul  B.  Jarrett 

Speaker  of  the  House 


DR.  Clarence  E.  Yount  Jr.  of  Prescott  is 
president  of  The  Arizona  Medical  As- 
sociation, Inc.,  for  the  1962-1963  term.  Dr. 
Leslie  B.  Smith,  of  Phoenix,  is  past  presi- 
dent. 

Dr.  William  B.  Steen,  of  Tucson,  is  presi- 
dent-elect and  Dr.  W.  Albert  Brewer,  of 
Phoenix,  is  the  association’s  vice  president. 

Other  officers  are  Dr.  C.  E.  Henderson 
of  Phoenix,  secretary;  Dr.  Arthur  V.  Dudley 
Jr.  of  Tucson,  treasurer,  and  Dr.  Paul  B. 
Jarrett,  Phoenix,  speaker  of  the  house. 
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Dr.  Tesse  D.  Hamer 
Delegate  to  AMA 


DELEGATES  to  the  American  Medical 
Association  are  Dr.  Lindsay  E.  Beaton 
of  Tucson  and  Dr.  Jesse  D.  Hamer,  Phoe- 
nix. 

Alternate  delegates  to  the  American 
Medical  Association  are  Dr.  Dermont  W. 
Melick  of  Phoenix  and  Dr.  Arnold  H. 
Dysterheft  of  McNary.  Dr.  Darwin  W. 
Neubauer  of  Tucson  is  Editor-in-Chief. 


Dr.  Dermont  W.  Melick 

Alternate  Delegate 
to  AMA 


Dr.  A.  H.  Dysterheft 

Alternate  Delegate 
to  AMA 


Dr.  D.  W.  Neubauer 


Editor-in-Chief 
Arizona  Medicine 


Mr.  Robert  Carpenter 

Executive  Secretary 


Paul  R.  Boykin 

Assistant  Executive 
Secretary 


Joe  Ledwidge 

Executive  Assistant 


Mr.  Robert  Carpenter  is  executive  secretary 
of  the  association,  and  Mr.  Paul  R.  Boykin  is  as- 
sistant executive  secretary.  Mr.  Joe  Ledwidge  is 


executive  assistant.  The  association  offices  are 


in  Scottsdale. 
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Dr.  Hermann  S.  Rhu 

Tucson 


Dr.  Earl  R.  Baldwin 

Tucson 


SOUTHERN  DISTRICT 

Directors  for  the  southern  district  are 
Dr.  James  E.  O’Hare,  Dr.  Hermann  S. 
Rhu,  and  Dr.  Earl  R.  Baldwin.  The 
southern  district  covers  Pima  County. 


Dr.  Howard  W.  Finke 

Southwestern  District 


Dr.  Thomas  W.  Jensen 

Southeastern  District 


SOUTHWESTERN  AND 
SOUTHEASTERN  DISTRICTS 

Dr.  Howard  W.  Finke,  of  Superior,  is 
director  for  the  southwestern  district, 
which  covers  Pinal  and  Yuma  Counties. 

Dr.  Thomas  W.  Jensen  of  Safford  is 
director  for  Cochise,  Graham,  Greenlee, 
and  Santa  Cruz  counties  in  the  south- 
eastern district. 


THE  fourteen  counties  in  Arizona  are  divided  into  six  districts. 

Each  district  has  one  director.  Districts  with  more  than  100  active 
members  may  have  an  additional  director  for  each  additional  100 
active  members  or  major  fraction  thereof. 
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Dr.  John  A.  Eisenbeiss 
Phoenix 


Dr.  C.  J.  Barker  Jr. 

Phoenix 


Dr.  Robert  A.  Price 

Phoenix 


Dr.  Noel  G.  Smith 

Phoenix 


Dr.  L.  L.  Tuveson 

Phoenix 


Dr.  Ashton  B.  Taylor 

Phoenix 


The  central  district  directors  are 
Dr.  Clyde  J.  Barker  Jr.,  Dr.  John  A. 
Eisenbeiss,  Dr.  Robert  A.  Price,  Dr. 
Noel  G.  Smith,  Dr.  Leo  L.  Tuveson, 
and  Dr.  Ashton  B.  Taylor.  All  of  the 
above  directors  are  from  Phoenix. 


Dr.  Joseph  P.  McNally  of  Prescott  is 
director  for  the  northwestern  district, 
which  covers  Coconino,  Mohave  and 
Yavapai  counties. 


Dr.  Arnold  H.  Dysterhef't  of  McNary 
is  director  for  Apache,  Gila  and  Navajo 
counties  in  the  northeastern  district. 


NORTHWESTERN  AND 
NORTHEASTERN  DISTRICTS 


Dr.  J.  P.  McNally 

Northwestern  District 


Dr.  A.  H.  Dysterheft 

Northeastern  District 
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5055  North  34th  Stre 
AMherst  4-41 
PHOENIX,  ARIZOf 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIA1 

A Non-Profit  Corporat 


\Vfij  cMu/d  Qbnmpkem 


of  Camelback  Hospital 
is  one  of  relaxed  Western  living. 

Looking  east,  Camelback  Mountain  provides  the  background 
for  the  lovely  lawn  and  grove  area, 
rhe  natural  beauty  of  the  surroundings  at  Camelback  Hospital 
creates,  for  the  patient, 

a restful,  scenic  setting. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS;  and  THE  AMERICAN  PSYCHIATRIC  ASSOCIATIC 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group-judgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically — and  to  the 
letter  of  your  Will. 
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TRUST  DEPARTMENT 

Security  Building , Phoenix 

Resources  $825  Million 
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YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6*2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 


J 


POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


$ POST'  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


imznaasar 

PRINTING  - LITHOGRAPHY  ■ ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D 


HAL  J.  BREEN,  M.D 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D 


general  psychiatry  and  n euro / 
c h ild«  psychiatry***^ 
psychoan 
clinical  psychology 
psychiatric  social  work 

and  family  counselling 


THOMAS  F.  KRUCHEK.  M.D 
HAROLD  E.  McNEELY,  Ph  D 
ROBERT  C.  SHAPIRO,  M.D. 
WILLIS  L.  STRACHAN,  M.D. 
ROY  WORTHEN,  M.D. 


5051  NORTH  34th  STREET 
PHOENIX  18,  ARIZONA 
AM  4-4111 
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A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  coll 

AM  4-0221 

for 

FREE 

Home  Delivery 


The  purest  water  available. 


'■  ■■ 

- ■ 


When  treatment  for 


is  indicated 


\M. 

tablets 


ANDROGEN-  THYROID  -COMBINATION 


in  two  convenient  dosage  forms 

ANDROID  ANDROID -H.P. 

(High  Potency) 


Each  yellow  tablet  contains: 

Each  orange  tablet  contains: 

Methyl  Testosterone  . . 

. .2.5  mg. 

Methyl  Testosterone  . . 

. . . .5  mg. 

Thyroid  Ext.  (1/6  gr.)  . 

. . . 10  mg. 

Thyroid  Ext.  (1/2  gr.)  . 

. . .30  mg. 

Glutamic  Acid 

. . .50  mg. 

Glutamic  Acid 

. . .50  mg. 

Thiamine  HCI  

. . .10  mg. 

Thiamine  HCI  

. . .10  mg. 

Indications:  Impotence  in  male. 

Average  Dose  : One  tablet  three  times  daily. 

Available  : Bottles  of  1 00  and  500  at  your  pharmacy. 

Caution  : Not  to  be  used  when  testosterone  is  contra-indicated. 

Federal  law  prohibits  dispensing-  without  prescription. 

1.  Methyl-Testosterone-Thyroid  in  Treating  Impotence,  A.  S.  Titeff, 
General  Practice,  Vol.  25,  No.  2,  February,  1962,  pp  6-8. 

2.  Thyroid-Androgen  Relations,  L.  Heilman,  et  al..  The  Jrl.  of  Clin.  Endo- 
crinology and  Metabolism,  August  1959. 

Write  for  samples  and  literature . . . 


RRf17Z7i  the  brown  pharmaceutical  company 

2500  West  Sixth  Street,  Los  Angeles  57,  California 
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Doctor... 

there  is  a difference  in  life  insurance! 
Read,  compare  and  see  for  yourself! 

Notice  that  no  two  companies  charge  the 
same  rate,  yet  they  all  pay  the  same  amount. 

HBA  LIFE  INSURANCE  COSTS  LESS. 


COMPARISON  CHART  OF  PREMIUMS  FOR  SINGLE  PREMIUM  WHOLE  LIFE  INSURANCE 


AGE  OF 
INSURED 
(NEAREST 
BIRTHDAY) 

SINGLE 

PREMIUM 

$25,000 

POLICY 

YOU  SAVE 
WITH 
HBA 

SINGLE 

PREMIUM 

$100,000 

POLICY 

YOU  SAVE 
WITH 
HBA 

HBA 

35 

50 

$10,171.25 

$14,029.75 

i 

$40,595.00 

$56,029.00 

4 

Company  "N" 

35 

50 

$14,763.50 

$18,502.50 

$4,592.25 

$4,472.75 

$59,054.00 

$74,010.00 

$18,459.00 

$17,981.00 

Company  “M” 

35 

50 

$14,198.50 

$17,788.25 

$4,027.25 

$3,758.50 

$56,794.00 

$71,153.00 

$16,199.00 

$15,124.00 

Company  “NY” 

35 

50 

$13,730.75 

$17,466.75 

$3,559.50 

$3,437.00 

$54,923.00 

$69,867.00 

$14,328.00 

$13,838.00 

Company  “E” 

35 

50 

$13,507.00 
| $17,482.25 

$3,335.75 

$3,452.50 

$54,028.00 

$69,929.00 

$13,433.00 

$13,900.00 

A single  premium  policy  is  one  paid  for  in  a lump  sum.  ONLY  the  HBA  Single  Premium 
Policy  has  a cash  and  loan  value  and  a cash  surrender  value  which  is  equal  to  the  amount 
of  the  premium  at  the  end  of  the  first  year.  For  example,  if  you  surrender  your  policy 
after  the  first  year,  YOU  LOSE  NOTHING  . . . you  get  back  as  much  as  you  paid  in. 

Yes,  Doctor,  there  IS  a difference  in  life  insurance. 

If  you  would  like  a complete  listing  of  compara- 
tive life  insurance  single  premium  rates  contact 
your  nearest  HBA  Life  Insurance  Company  office. 


PEOPLE  EXPECT  MORE  FROM 


- AND  THEY  GET  IT,  TOO! 


rag  gEgg  EBEgEEESMS J©g  ©©SEgMSEE? 

HOME  OFFICE:  FIRST  ST.  AT  WILLETTA  • PHOENIX,  ARIZONA 
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Laboratories 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  ; / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I | MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 130  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


tfledical  Center  OC-lPatf  and  Clinical  Xaberatcrif 

ISIS  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

PrctfeAAienal  K-ldaif  and  Clinical  Xaberatcrif 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 


64A 


Arizona  Medicine 


Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Lute's  Scottsdale  Pharmacy 

For 

PRESCRIPTIONS 


WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Katharine's  Craycroft  Center 

1020  North  Woodland  Blvd.— P.  O.  Box  12427 
Tucson,  Arizona 
Phone  793-9381 
(Res.)  325-3680 

• General  Medical 

• Orthopedic  • Medical  Doctor 

• Post-Operative  of  Your  Choice 

• Acute  or  Chronic 

• Convalescent  * Non-Sectarian 

• Geriatric 

Admittance  by  Doctors  of  Medicine  Only 

80  Bed  Capacity  — Complete  ?.  T.  Department 
Dining  Room  Beauty  Shop 

Deluxe  Accommodations 

Katharine  C.  Schmid  Charls  H.  Schmid 

Former  owners  — Co-administrators,  Hillcrest  Medical  Center 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Maryvale 
Glendale  - Sunnyslope  - Tempe  - Globe 
Casa  Grande  - Miami  - Wickenburg 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 

Registrar 

Nurses1  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 

DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hou/6  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 
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Physicians’  Directory 


ALLERGY 

E.  G.  BARNET,  M.D. 

Diplomate,  American  Board  of  Otolaryngology 
Fellow,  American  College  of  Allergists 
Fellow,  American  Society  of  Ophthalmologic 
and  Otolaryngologic  Allergy 

EENT  Allergy  Including  Repository  Therapy 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 

Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 

DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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Physicians’  Directory 


BUTLER  S REST  HOME 


RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomare  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 


802  N.  7th  St. 


Phoenix,  Arizona 


Telephone  AL  3-2592 


mf  Phone  MAC 

1{  ALpin  4-2606 

or 

ALpin  2-1573 

,\v  V In  Arizona  Since  1980 


FAST  FREE  DELIVERY 


jfejsMsTOM 


SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  M A 2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


WOULD  YOUR  OFFICE  RENT  STOP  . . . 
IF  YOU  WERE  HOSPITALIZED  FOR 
SIX  MONTHS? 

Of  course  not!  That’s  just  one  of  the  reasons 
why  wise  physicians  and  dentists  take  ad- 
vantage of  broad  new  benefits  available  in 
our  “Loss  of  Time”  policy. 

We  pay  YOU  each  month  when  you  are  hos- 
pitalized or  disabled. 

For  full  details,  at  no  obligation,  simply  send 
the  coupon  below. 

PHYSICIANS  MUTUAL  INSURANCE  CO. 

formerly 

Physicians  Casualty  and  Health  Associations 

“The  Doctors  Company ” 

Insuring  Physician*  & Dentists  for  60  years. 


Physicians  Mutual  Insurance  Company 
115  So.  42nd  Street 
Omaha  31,  Nebraska 

Please  send  details  on  your  “Loss  of  Time”  policy. 

NAME_ 1 AGE 

ADDRESS 

CITY STATE 
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Abbott  Laboratory  38-39A 
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Poythress,  William  P.  & Company  8A,  59A 

Professional  X-ray  & Clinical  Laboratory ....  64A 

Roche  Laboratories  Back  cover 

Ryan-Evans  Drug  Stores  65 A 

Sanborn  Company  42A 

Sardeau,  Inc 12A 

Saunders,  W.  B.  & Co 13A 

Schering  Corporation  31 A 

Searle,  G.  D.  & Company 43A 

Smith,  Kline  & French  Laboratories  24A 

Valley  National  Bank  60 A 

Wallace  Laboratories 28-29A,  37A,  50-51 A 

White  Angel  Hospital  34A 

Winthrop  Laboratories  2A,  30A 


Classified 


CLINIC  MANAGER  — 45  years  old,  married,  6 
years  experience  in  all  phases  of  clinic  man- 
agement including  accounting,  wishes  em- 
ployment in  Arizona.  Call  collect  — T.  F.  John- 
ston, Prineville,  Oregon,  Hlllcrest  7-4097. 


Surgeon-GP  desires  to  relocate  in  Arizona  be- 
cause of  climate.  Prefers  town  of  about  15,000 
with  hospital  needing  someone  primarily  in- 
terested in  surgery;  49  years  old,  20  years  in 
practice  and  Fellow  of  I.C.S.  Reply  Box  63-1-4, 
Arizona  Medicine. 


Residence  and  Medical  Office  For  Sale  located 
on  corner  lot  in  residential  area  near  Univrsity 
of  Arizona  at  2350  East  2nd  Street,  Tucson,  Ari- 
zona. Price  $21,000.00.  Medical  and  office 
equipment  also  for  sale.  Contact:  Trust  Depart- 
ment, Valley  National  Bank,  P.  O.  Box  311, 
Tucson,  Arizona. 


68A 


Arizona  Medicine 


0 a 1 v a r a 1 1 y of  d a 1 1 ? a r n 1 a 

Medical  Center  Library 

3rd  & Parnassus 

San  Francisco  2'Z,  Calif. 
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MEDICAL  ASSOCIATION 


MEDICAL  SOCIETY  OF  THE  UNITED  STATES  AND  MEXICO 


May,  1963 
Vol.  20,  No.  5 


In  this  issue: 


Mexican-American  Medical  Beliefs  89 

William  R.  Holland,  Ph.D. 

Anesthesia  in  the  Office  or  Outpatient  Department  103 

P.  C.  Lund,  M.D. 

Immunology  As  It  Relates  to  Cancer  113 

Chester  M.  Southam,  M.D. 


Simple  diarrhea 

Control  it  with 

safe  / effective  / economical  / pleasant-tasting 

? 

Ouintess 

(attapulgite  compound,  Lilly) 

Available  in  6-ounce  plastic  and  1-pint  glass  bottles. 
Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 

362030 

' 

the  patient 
under 
physiologic 
stress... 

a prime  candidate  for 

MYADEC 

high-potency  vitamin  formula  with  minerals 


It  is  generally  agreed  that  vitamin  requirements 
are  often  increased  after  surgery,  during  acute  or 
chronic  stages  of  disease,  throughout  convales- 
cence, and  at  other  times  of  physiologic  stress. 
Moreover,  nutritional  intake  may  be  inadequate  as 
a result  of  restricted  diets.  In  conditions  such  as 
these,  MYADEC  can  provide  an  extra  measure  of 
support.  Just  one  capsule  a day  provides  9 vita- 
mins in  therapeutic  potencies,  plus  a supplement 
of  selected  minerals  normally  present  in  body 
tissues.  MYADEC  is  also  useful  for  the  prevention 
of  vitamin  deficiencies  in  patients  whose  usual 
diets  are  lacking  in  these  important  food  factors. 

Each  MYADEC  capsule  contains:  Vitamins:  Cyanocobala- 
min  — 5 meg.;  Riboflavin  — 10  mg.;  Pyridoxine  hydrochloride 

— 2 mg.;  Thiamine  mononitrate— 10  mg.;  Nicotinamide 

— 100  mg.;  Ascorbic  acid— 150  nig.;  Vitamin  A-(7.5  mg.) 

25,000  units;  Vitamin  D— (25  meg.)  1,000  units;  d-alpha- 
tocopheryl  acetate  concentrate— 5 I.U.  Minerals:  Iodine— 
0.15  mg.;  Manganese— 1 mg.;  Cobalt— 0.1  mg.;  Potassium 
—5  mg.;  Molybdenum-0.2  mg.;  Iron— 15  mg.;  Copper— 1 
mg.;  Zinc-1.5  mg.;  Magnesium-6  mg.;  Calcium-105  mg.; 
Phosphorus  - 80  mg.  (Minerals  supplied  as  potassium 
iodide,  dibasic  calcium  phosphate,  sodium  molybdate,  and 
the  sulfates  of  manganese,  cobalt,  potassium,  iron,  copper, 
zinc,  and  magnesium.)  '3663 

Bottles  of  30,  100,  and  250. 


PARKE-DAVIS 


PARKE,  DAVIS  <S  COMPANY,  Detroit  33.  Michigan 


Colds  haven’t  changed- 
but  relief  has 

with  ||  (Z'nasal SPRAY 


nTz  Nasal  Spray  gives  on-the-spot 
relief  for  stopped-up  noses  instantly. 
Recommended  by  doctors  for  10  years, 
it  provides  not  one,  but  three  powerful 
ways  to  fast  relief. 

In  a carefully  balanced  formula, 
nTz  contains: 

Neo-Synephrine®  HCI  to  shrink 
swollen  nasal  tissues  and 
provide  enough  space  for  breathing 

Thenfadil®  HCI  to  work  against  any 
local  allergic  factor 
Zephiran®  Cl  to  speed  the  formula 
through  all  the  nasal  passages. 

nTz  Nasal  Spray  won’t  sting, 
won’t  irritate.  Good  for  stopped-up 
noses  caused  by  allergy 
and  for  sinusitis,  too.  Best  used 
twice  within  five  minutes. 

nTz  supplied  in  leakproof, 
pocket-size  squeeze  bottles 
and  in  bottles  with  dropper. 

Sold  only  in  drugstores. 


Winthrop  Laboratories, 
New  York  18,  N.  Y. 


NTz,  Neo-Synephrine  (brand  of  phenylephrine), 
Thenfadil  (brand  of  thenyldiamine)  and  Zephiran 
(brand  of  benzalkonium,  as  chloride,  refined), 
trademarks  reg.  U.  S.  Pat.  Off. 
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‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 

Outstanding  Record  of 
Effectiveness  and  Safety 

-j  Relieves  anxiety  and  anxious  depression  in  a broad  spectrum  of 
• clinical  conditions. 

2.  Doesn't  leave  patients  “too  groggy”  to  work  or  think  or  learn. 

3 Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical  tension 
• as  well  as  emotional  stress. 

Product  Information:  ‘Miltown’  (meprobamate)  is  indicated  in  anxiety 
and  tension  states,  and  all  conditions  in  which  anxiety  and  tension  are 
symptoms;  in  muscle  spasm  or  tension;  and  in  petit  mal. 

Slight  drowsiness  may  occur  with  meprobamate  and,  rarely,  allergic  re- 
actions. Meprobamate  may  increase  effects  of  excessive  alcohol.  Use  with 
care  in  patients  with  suicidal  tendencies.  Massive  overdosage  may  pro- 
duce coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possi- 
bility of  dependence,  particularly  in  patients  with  history  of  drug  or  alco- 
hol addiction.  Withdraw  gradually  after  prolonged  use  at  high  dosage. 


Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d.  Supplied:  400  mg.  scored  tablets,  200  mg. 
sugar-coated  tablets;  bottles  of  50. 


Miltown 

meprobamate 


WALLACE  LABORATORIES  / Cranbury,  N.  J. 


CM-9209 


Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  P.  O.  Box  128 

Scottsdale,  Arizona 

OFFICERS  AND  DIRECTORS 

Clarence  E.  Yount,  Jr.,  M.D President 

P.  O.  Box  1626,  Prescott,  Arizona 

William  B.  Steen,  M.D ....President-elect 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

W.  Albert  Brewer,  M.D Vice  President 

1116  Professional  Bldg.,  Phoenix,  Arizona 

Charles  E.  Henderson,  M.  D Secretary 

753  E.  McDowell  Rd.,  Phoenix,  Arizona 

Arthur  V.  Dudley,  Jr.,  M.D Treasurer 

1524  N.  Norton  Ave.,  Tucson,  Arizona 

Paul  B.  Jarrett,  M.D.  Speaker  of  the  House 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Lindsay  E.  Beaton,  M.D Delegate  to  AMA 

123  S.  Stone,  Tucson,  Arizona 

Jesse  D.  Hamer.  M.D Delegate  to  AMA 

910  Professional  Bldg.,  Phoenix,  Arizona 

Arnold  H.  Dysterheft,  M.D Alternate  Delegate  to  AMA 

McNary  Hospital,  McNary,  Arizona 

Dermont  W.  Melick,  M.D.  Alternate  Delegate  to  AMA 

909  E.  Brill,  Phoenix,  Arizona 

Darwin  W.  Neubauer,  M.D.  Editor-in-Chief 

720  N.  Country  Club  Rd.,  Tucson,  Arizona 

DISTRICT  DIRECTORS 

Clyde  J.  Barker,  Jr.,  M.D Central  District 

1313  N.  Second  St.,  Phoenix,  Arizona 

John  A.  Eisenbeiss,  M.D Central  District 

926  E.  McDowell  Rd.,  Phoenix,  Arizona 

Robert  A.  Price.  M.D Central  District 

3602  N.  15th  Ave.,  Phoenix,  Arizona 

Noel  G.  Smith,  M.D Central  District 

3614  N.  15th  Ave.,  Phoenix,  Arizona 

Ashton  B.  Taylor,  M.D Central  District 

461  W.  Catalina  Dr.,  Phoenix,  Arizona 

Leo  L.  Tuveson.  M.D Central  District 

550  W.  Thomas  Rd.,  Phoenix,  Arizona 

A.  H.  Dysterheft,  M.D.  Northeastern  District 

McNary  Hospital,  McNary,  Arizona 

J.  P.  McNally,  M.D Northwestern  District 

434  West  Gurley  Street,  Prescott,  Arizona 

Thomas  W.  Jensen.  M.D .Southeastern  District 

702  Eighth  St.,  Safford,  Arizona 

Earl  R.  Baldwin.  M.D Southern  District 

116  N.  Tucson  Blvd.,  Tucson,  Arizona 

James  E.  O’Hare,  M.D Southern  District 

1613  N.  Tucson  Blvd.,  Tucson,  Arizona 

Hermann  S.  Rhu,  M.D Southern  District 

5th  Street  and  Alvemon,  Tucson,  Arizona 

Howard  W.  Finke,  M.D Southwestern  District 

Magma  Hospital,  Superior,  Arizona 

DIRECTOR  AT  LARGE 

Leslie  B.  Smith,  M.D.  .Past  President 

1130  E.  McDowell  Rd.,  Phoenix,  Arizona 
COUNTY  MEDICAL  SOCIETY  OFFICERS  FOR  1963 

APACHE:  Jack  I.  Mowrey,  M.D.,  President,  McNary  Hospital, 
McNary;  Ellis  W.  List,  Jr.,  M.D.,  Secretary,  McNary  Hospital, 
McNary. 

COCHISE:  William  W.  McKinley,  M.D.,  President,  Box  1192, 
Bisbee;  Charles  W.  McMoran,  M.D.,  Secretary,  Box  278, 
Sierra  Vista. 

COCONINO:  J.  Garland  Wood,  M.D.,  President,  Box  W,  Flag- 
staff; George  H.  Yard,  M.D.,  Secretary,  206  W.  Hunt  Ave., 
Flagstaff. 

GILA:  Robert  V.  Horan,  M.D.,  President,  Miami  Inspiration 

Clinic,  Miami;  Jesse  E.  Jacobs,  M.D.,  Secretary,  Box  1208, 
Miami. 

GRAHAM:  Donald  E.  Nelson,  M.D.,  President,  503  Fifth  Avenue, 
Safford;  Thomas  W.  Jensen,  M.D.,  Secretary,  702  Eighth 
Avenue,  Safford. 

GREENLEE:  Charles  B.  Daniell,  M.D.,  President,  Morenci  Hos- 
pital, Morenci;  S.  C.  Lovre,  M.D.,  Secretary,  Box  1687, 
Clifton. 

MARICOPA:  Noel  G.  Smith,  M.D.,  President,  3614  North  15th 
Ave.,  Phoenix;  Ray  Fife,  M.D.,  Secretary,  2620  North  Third 
St.,  Phoenix 

(Society  Office  — 2025  N.  Central  Avenue,  Phoenix) 
MOHAVE:  Walter  Brazie,  M.D.,  President,  Masonic  Building, 
Kingman;  John  J.  Standifer,  M.D.,  Secretary,  412  E.  Oak 
Street,  Kingman. 

NAVAJO:  Donald  F.  DeMarse,  M.D.,  President,  Box  700,  Hol- 
brook; Robert  J.  Haley,  M.D.,  Holbrook  Clinic,  Holbrook. 
PIMA:  Clarence  W.  Kuhlman,  M.D.,  President,  2614  E.  Elm  St., 
Tucson;  Elliott  E.  Stearns,  Jr.,  M.D.,  Secretary,  2442  E. 
Elm  St.,  Tucson. 

(Society  Office  — 57  E.  Jackson  St.,  Tucson) 

PINAL:  Glen  H.  Walker,  M.D.,  President,  291  W.  Wilson  Ave., 
Coolidge;  James  H.  Boyd,  M.D.,  Secretary,  291  W.  Wilson 
Ave.,  Coolidge. 

SANTA  CRUZ:  William  R.  Potzler,  M.D.,  President,  Stage  Bldg., 
Nogales;  Charles  S.  Smith,  M.D.,  Secretary,  Gebler  Building, 
Nogales. 

YAVAPAI:  Albert  O.  Daniels,  M.D.,  Box  1311,  Prescott;  William 
R.  Shepard,  M.D.,  Secretary,  506  W.  Gurley  St.,  Prescott. 
YUMA:  William  H.  Lyle,  M.D".,  President,  201  First  Avenue, 
Yuma;  Albert  J.  Ochsner,  M.D.,  Secretary,  630  E.  26th 
Place,  Yuma. 


COMMITTEES  - 1902-6* 

NOTE:  The  President,  President-elect  and  Secretary  are  ex- 

officio  members  of  all  committees  unless  otherwise  specified. 

ARTICLES  OF  INCORPORATION  & BY-LAWS  COMMITTEE: 
Paul  B.  Jarrett,  M.D.,  Chairman  vrhuenix);  Walter  Brazie, 
M.D.  (Kingman);  Edward  C.  Wong,  M.D.  (Tucson). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Earl  R.  Bald- 
win, M.D.,  Chairman  (Tucson);  Donald  K.  Buffmire,  M.D. 
(Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D.  (Tucson);  Carl  H. 
Gans,  M.D.  (Morenci);  Charles  E.  Henderson,  M.D.  (Phoe- 
nix). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  Chairman  (Tucson);  W.  Albert  Brewer,  M.D. 
(Phoenix);  Charles  E.  Henderson,  M.D.  (Phoenix). 

EXECUTIVE  COMMITTEE:  Clarence  E.  Yount,  Jr.,  M.D.,  Chair- 
man (Prescott);  W.  Albert  Brewer,  M.D.  (Phoenix);  Arthur 

V.  Dudley,  Jr.,  M.D.  (Tucson);  Charles  E.  Henderson,  M.D. 
(Phoenix);  William  B.  Steen,  M.D.  (Tucson). 

GRIEVANCE  COMMITTEE:  Leslie  B.  Smith,  M.D.,  Chairman 
(Phoenix);  Carlos  C.  Craig,  M.D.  (Phoenix);  Francis  M.  Find- 
lay, M.D.  (San  Manuel);  John  F.  Stanley,  M.D.  (Yuma); 
Oscar  W.  Thoeny,  M.D.  (Phoenix);  Hugh  C.  Thompson, 
M.D.  (Tucson);  Florence  B.  Yount,  M.D.  (Prescott). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Howell  S.  Ran- 
dolph, M.D.,  Chairman  (Phoenix);  Charles  E.  Henderson, 
M.D.  (Phoenix);  John  W.  Kennedy,  M.D.  (Phoenix);  Harold 

W.  Kohl,  M.D.  (Tucson);  Darwin  W.  Neubauer,  M.D.  (Tuc- 
son); Abe  I.  Podolsky,  M.D.  (Yuma). 

INDUSTRIAL  RELATIONS  COMMITTEE:  Juan  E.  Fonseca, 
M.D.,  Chairman  (Tucson);  Oscar  W.  Friske.  M.D.  (Young- 
town);  Joseph  P.  McNally,  M.D.  (Prescott);  Charles  P.  Neu- 
mann, M.D.  (Tucson);  John  H.  Ricker,  M.D.  (Phoenix); 
Robert  W.  Weber,  M.D.  (Tucson). 

LEGISLATIVE  COMMITTEE:  Ben  P.  Frissell,  M.D.,  Co-Chair- 
man (Phoenix);  Jesse  D.  Hamer,  M.D.,  Co-Chairman  (Phoe- 
nix); John  S.  Carlson,  M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  W.  Shaw  McDaniel,  M.D.  (Phoenix);  Derrill  B. 
Manley,  M.D.  (Phoenix);  James  E.  O’Hare,  M.D.  (Tucson); 
William  B.  Steen,  M.D.  (Tucson);  George  C.  Truman,  M.D. 
(Mesa). 

MEDICAL  ECONOMICS  COMMITTEE:  James  E.  O’Hare,  M.D., 
Chairman  (Tucson);  Ian  M.  Chesser,  M.D.  (Tucson);  John 
A.  Eisenbeiss,  M.D.  (Phoenix);  Beniamin  Herzberg,  M.D. 
(Phoenix);  Donald  A.  Poison,  M.D.  (Phoenix). 

MEDICO-LEGAL  COMMITTEE:  Louis  Hirsch,  M.D.  Chairman 
(Tucson);  Jack  E.  Brooks,  M.D.  (Phoenix);  Ian  M.  Chesser, 
M.D.  (Tucson);  William  B.  Helme,  M.D.  (Phoenix);  Clarence 

L.  Robbins,  M.D.  (Tucson);  George  A.  Spikes,  M.D.  (Doug- 
las). 

NATIONAL  LEGISLATION  COMMITTEE:  Leslie  B.  Smith, 

M. D.,  Chairman  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D. 
(Tucson);  Howard  W.  Finke,  M.D.  (Superior);  Charles  H. 
Finney,  M.D.  (Phoenix);  Ben  P.  Frissell,  M.D.  (Phoenix). 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  John  F.  Currin,  M.D. 
(Flagstaff);  Edmundo  F.  Felix,  M.D.  (Tucson);  Ruland  W. 
Hussong.  M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma); 
Joseph  P.  McNally,  M.D.  (Prescott). 

PROFESSIONAL  COMMITTEE:  Robert  B.  Leonard,  M.D.,  Chair- 
man (Phoenix);  James  D.  Alway,  Jr.,  M.D.  (Phoenix);  Earl  J. 
Baker,  M.D.  (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix); 
W.  Albert  Brewer,  M.D.  (Phoenix);  Orin  J.  Famess,  M.D. 
(Tucson);  Ray  Fife,  M.D.  (Phoenix);  Henry  P.  Limbacher, 
M.D.  (Tucson);  George  G.  McKhann,  M.D.  (Phoenix); 
Hermann  S.  Rhu,  M.D.  (Tucson);  Paul  L.  Slosser,  M.D. 
(Yuma);  Charles  A.  L.  Stephens,  Jr.,  M.D.  (Tucson). 
PROFESSIONAL  LIAISON  COMMITTEE:  Noel  G.  Smith,  M.D., 
Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Clyde 
W.  Kurtz,  M.D.  (Phoenix);  William  G.  Payne,  M.D.  (Tempe); 
Harold  J.  Rowe,  M.D.  (Tucson);  Delbert  L.  Secrist,  M.D. 
(Tucson);  Hugh  H.  Smith,  M.D.  (Tucson);  Albert  G.  Wag- 
ner, M.D.  (Phoenix). 

PUBLIC  RELATIONS  COMMITTEE:  James  E.  O’Hare,  M.D., 
Chairman  (Tucson);  Robert  H.  Bullington,  M.D.  (Phoe- 
nix); Howard  W.  Finke,  M.D.  (Superior);  Charles  H. 
Finney,  M.D.  (Phoenix);  Fred  L.  Goff,  M.D.  (Douglas); 
William  F.  Holsey,  M.D.  (Tucson);  Ralph  T.  Irwin,  M.D. 
(Yuma);  Paul  B.  Jarrett,  M.D.  (Phoenix);  John  F.  Kahle, 
M.D.  (Flagstaff);  J.  Edwin  Keppel,  M.D.  (Mesa);  Clarence 
H.  Kuhlman,  M.D.  (Tucson);  Clarence  L.  Robbins,  M.D. 
(Tucson);  Leo  L.  Tuveson,  M.D.  (Phoenix). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Editor- 
in-Chief,  Chairman,  (Tucson);  R.  Lee  Foster,  M.D.  (Phoe- 
nix); John  R.  Green,  M.D.  (Phoenix);  Clarence  L.  Robbins, 
M.D.  (Tucson). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  James  E.  Brady,  Jr., 
M.D.,  Chairman  (Tucson);  John  S.  Carlson,  M.D.  (Phoenix); 
Richard  L.  Dexter,  M.D.  (Tucson);  Richard  E.  H.  Duisberg, 
M.D.  (Phoenix);  Warren  D.  Eddy,  Jr.,  M.D.  (Tucson);  Fred 

L.  Goff,  M.D.  (Douglas);  Delmer  J.  Heim,  M.D.  (Tucson); 
Richard  B.  Johns,  M.D.  (Phoenix);  Fred  H.  Landeen,  M.D. 
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Protect  the  kidneys  and  other  threatened  organs  with 

13  01  vl\IsQUIBBSTANDARDIZED  Rauwolfia  serpentina  whole  root 

IVClUll  CtATX  1 AND  BENDROELUMETHIAZIDE  WITH  POTASSIUM  CHLORIDE 


When  treatment  of  hypertension  is  effective,  the  danger 
of  damage  to  the  renal  system  is  reduced.1,2  “Hyper- 
tensive patients  suffer  from  vascular  deterioration 
roughly  proportional  to  the  severity  of  the  hypertension. 
...Reduction  of  blood  pressure  to  normotensive  levels 
reduces  or  arrests  the  progress  of  vascular  damage  with 
a resultant  decrease  in  morbidity  and  mortality.  Among 
two  comparable  groups  of  patients  with  [nonmalig- 
nant]  hypertension  of  equal  .severity,  72  per  cent  of 
those  treated  were  still  living  after  five  years  or  more, 
while  only  24  per  cent  of  those  not  treated  were  alive 
at  the  end  of  this  period.”1  Because  Rautrax-N  lowers 
blood  pressure  so  effectively,  it  will  provide  this  impor- 
tant protection  for  your  hypertensive  patients. 

Rautrax-N  — a combination  of  Raudixin,  Squibb 
Standardized  Rauwolfia  Serpentina  Whole  Root,  and 
the  diuretic,  Naturetin,  Squibb  Bendroflumethiazide— is 


effective  in  mild,4  moderate3,4  or  severe  hyperten- 
sion.3, 5 It  lowers  blood  pressure  gently  and  gradually. 
And  control  of  hypertension  helps  protect  not  only  the 
kidneys  but  also  the  heart  and  brain  from  vascular 
damage.2  For  full  information,  see  your  Squibb  Prod- 
uct Reference  or  Product  Brief. 

Supply:  Rautrax-N— capsule-shaped  tablets  providing  50  mg. 
Raudixin,  4 mg.  Naturetin,  and  400  mg.  potassium  chloride. 
Rautrax-N  Modified— capsule-shaped  tablets  providing  50  mg. 
Raudixin,  2 mg.  Naturetin,  and  400  mg.  potassium  chloride. 

References:  (1)  Moyer,  J.  H.,  and  Heider,  C.:  Am.  J.  Cardiol. 
9: 920  (June)  1962.  (2)  Brest,  A.  N.,  and  Moyer,  J.  H.:  Penn- 
sylvania M.  J.  63:545  (Apr.)  1960.  (3)  Hutchison,  J.  C.:  Cur- 
rent Therap.  Res.  4:610  (Dec.)  1962.  (4)  Berry.  R.  L.,  and 
Bray,  H.  P.:  J.  Am.  Geriatrics  Soc.  JO: 516  (June)  1962.  (5) 
Feldman,  L.  H. : North  Carolina  M.  J.  23:248  (June)  1962. 

'RAUTRAX'®,  'RAUDIXIN'®  AND  'NATURETIN'®  ARE  SQUIBB  TR/tOEMARKS. 

Squibb 

Squibb  Quality  — the  Priceless  Ingredient 
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508  W.  Rose  Lane,  Phoenix,  Arizona 

Corresponding  Secretary Mrs.  Thomas  W.  Jensen  (Lois) 

Box  352,  Safford,  Arizona 

Director  (1  year)  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Director  (1  year)  Mrs.  John  F.  Stanley  (Marian) 

1660  El  Paseo  Real,  Yuma,  Arizona 

Director  (2  years)  Mrs.  Seymour  I.  Shapiro  (Arline) 

5433  East  Eighth  Street,  Tucson,  Arizona 


STATE  COMMITTEE  CHAIRMEN  - 1962-63 

American  Medical  Education  Fund.. Mrs.  C.  Selby  Mills  (Vivian) 
1844  E.  Keim  Dr.,  Phoenix  16,  Arizona 


Bulletin  Mrs.  Elvie  B.  Jolley  (Mira) 

Box  919,  Bisbee,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  Hermann  S.  Rhu,  Jr.  (Ruth) 

2138  East  Juanita,  Tucson,  Arizona 

Community  Service  ..Mrs.  Robert  S.  Keller  (Maren) 

1229  Fifth  Avenue,  Safford,  Arizona 

Convention  Chairman:  Mrs.  Boris  Zemsky  (Zora) 

Rt.  8,  Box  837,  Tucson,  Arizona 


Co-Chairman:  Mrs.  Seymour  I.  Shapiro  (Arline) 
5433  E.  Eighth,  Tucson,  Arizona 

Civil  Defense  Mrs.  Ellis  Browning  (Olive) 

2200  16th  Place,  Yuma,  Arizona 

Finance  Mrs.  Hiram  D.  Cochran  (Mary) 

35  Camino  Espanol,  Tucson,  Arizona 

Health  Careers  Mrs.  Mayer  Hyman  (Betty) 

4776  East  Calle  Chueca,  Tucson,  Arizona 

Historian  Mrs.  Melvin  W.  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Shaw  McDaniel  (Eleanor) 

114  East  Tuckey  Lane,  Phoenix  12,  Arizona 

Mental  Health  Mrs.  William  E.  Bishop  (Marion) 

211  S.  3rd  Street,  Globe,  Arizona 

Nominating  Mrs.  Ian  M.  Chesser  (Lu) 

414  N.  Country  Club  Road,  Tucson,  Arizona 

Parliamentarian  Mrs.  John  Eisenbeiss  (Lucile) 

99  West  Northview,  Phoenix,  Arizona 


Publications  (Newsletter)  Mrs.  Hubert  R.  Estes  (Mickie) 

6911  Soyaluna  Place,  Tucson,  Arizona 

Safety  Mrs.  Robert  G.  Delph  (Grace) 

4 West  ‘D’  Avenue,  Glendale,  Arizona 

Student  Nurse  Loan  Fund. Mrs.  Howard  M.  Purcell,  Jr.  (Pauline) 
100  E.  Ocotillo  Road,  Phoenix,  Arizona 


COUNTY  PRESIDENTS  - 1962-63 

Coconino  County  Mrs.  J.  Garland  Wood,  Jr.  (Mel) 

1215  North  Beaver  Street,  Flagstaff,  Arizona 

Gila  County Mrs.  Ellis  L.  Pollock  (Elsie) 

Box  1745,  Miami,  Arizona 

Maricopa  County Mrs.  Robert  L.  Gullen  (Beverly) 

5003  N.  22nd  Street,  Phoenix  16,  Arizona 

Pima  County . .Mrs.  Juan  E.  Fonseca  (Virginia) 

Rt.  2,  Box  741,  Tucson,  Arizona 

Yavapai  County Mrs.  Albert  O.  Daniels  (Jean) 

Box  1311,  Prescott,  Arizona 

Yuma  County Mrs.  Paul  J.  Slosser  (Betty) 

701  8th  Avenue,  Yuma,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Eduardo  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mexico 

President-Elect  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Vice-President  Dr.  Carlos  Tapia 

Blvd.  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

Secretary  for  the  United  States  . .Dr.  Charles  Kalil 

200  East  Monterey  Way,  Phoenix,  Arizona 

Secretary  for  Mexico  Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States  Dr.  Lucy  Vemetti 

2021  N.  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico  Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 


Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 

Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 
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WORDS  THAT  CHARACTERIZE 
THE  MANY  DIFFERENT 
DEPRESSIVE  PATIENTS 
IN  WHOM  DEXAMYL®  CAN 
BE  SO  EFFECTIVE 


'I  feel  as  though  everything  in  me 
has  slowed  down. . . 

After  all  those  months,  the  baby  is 
here  and  all  I do  is  cry.” 

Everything  bothers  me  now,  Doctor. 
I wasn't  like  this  before  my  meno- 
pause. . . 

The  harder  I try  to  work,  the  more 
I get  behind.  . . . my  boss  doesn’t 
respect  me— my  own  children  don’t 
seem  to  respect  me  anymore.” 

Now  that  Dad  is  gone,  I just  sit 
and  wait  to  die.” 


DEXAMYL®  SPANSULE®  brand  of  sustained  release  capsules 


FORMULA:  Each  'Spansule'  capsule  No.  1 contains 
10  mg.  of  Dexedrine®  (brand  of  dextro  amphetamine 
sulfate),  and  1 gr.  of  amobarbital,  derivative  of  bar- 
bituric acid  [Warning,  may  be  habit  forming].  Each 
'Spansule'  capsule  No.  2 contains  15  mg.  of  'Dexedrine' 
(brand  of  dextro  amphetamine  sulfate)  and  1)2  gr.  of 
amobarbital  [Warning,  may  be  habit  forming].  The 
active  ingredients  of  the  'Spansule'  capsule  are  so  pre- 
pared that  a therapeutic  dose  is  released  promptly  and 
the  remaining  medication,  released  gradually  and  with- 
out interruption,  sustains  the  effect  for  10  to  12  hours. 


SIDE  EFFECTS:  Insomnia,  excitability  and  increased 
motor  activity  are  infrequent  and  ordinarily  mild. 

CAUTIONS:  Use  with  caution  in  patients  hypersensitive 
to  sympathomimetics  or  barbiturates  and  in  coronary  or 
cardiovascular  disease  or  severe  hypertension.  Excessive 
use  of  the  amphetamines  by  unstable  individuals  may 
result  in  a psychological  dependence;  in  these  rare  in- 
stances withdrawal  of  medication  is  recommended.  It 
is  generally  recognized  that  in  pregnant  patients  all 
medications  should  be  used  cautiously,  especially  in 
the  first  trimester. 


INDICATIONS:  (1)  For  mood  elevation  in  depressive 
states;  (2)  for  control  of  appetite  in  overweight. 

USUAL  DOSAGE:  One  'Dexamyl'  Spansule  capsule 
taken  in  the  morning  for  10-  to  12-hour  effect. 


SUPPLIED:  'Spansule'  capsules  No.  1 (1  dot  on  cap- 
sule) and  No.  2 (2  dots  on  capsule),  in  bottles  of  50. 
Prescribing  information  Jan.  1963. 

Smith  Kline  & French  Laboratories 
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Get  your 

low-back  patient 
back  to  work 
in  days 

instead  of  weeks 

You  can  expect  rapid  results  from  ‘Soma’ 
(carisoprodol)  — because  this  unique  drug 
breaks  up  both  the  spasm  and  pain  of  low- 
back  syndrome  at  the  same  time. 

Your  patients  will  usually  begin  to  feel 
better  within  a few  hours.  And  as  Kestler 
demonstrated  in  a controlled  study  of  212 
consecutive  patients  with  low-back  prob- 
lems: the  average  time  for  full  recovery  was 
only  11.5  days  with  ‘Soma’  (carisoprodol), 
41  days  without  it.  ( J.A.M.A.,  April,  1960.) 

Carisoprodol  seldom  produces  side  effects. 
Occasional  drowsiness  may  occur,  usually 
at  higher  than  recommended  dosage.  Indi- 
vidual reactions  may  occur  rarely. 

USUAL  DOSAGE:  ONE  350  MG.  TABLET  Q.I.D. 

The  muscle  relaxant  with  an  independent 
pain-relieving  action 

Ho  ilia 

carisoprodol 


Wallace  Laboratories 
Cranbury,  New  Jersey 


Arizona  Medical  Association  Reports 


BOARD  OF  DIRECTORS 
February  10.  1963 

The  Board  of  Directors  of  The  Arizona  Medical 
Association,  Inc.,  met  February  10,  1963.  Dr.  W.  Albert 
Brewer,  vice-president  and  chairman,  presided. 

Minutes 

Arizona  State  Board  of  Health  Nominees 

By  letter  February  1,  1963,  the  Honorable  Paul  J. 
Fannin,  Governor  of  the  State  of  Arizona,  announced 
his  appointment,  as  of  that  date,  of  Dr.  Clarence  E. 
Yount,  Jr.  as  a member  of  the  State  Board  of  Health 
for  the  term  of  office  expiring  February  1,  1968,  suc- 
ceeding Dr.  Walter  Brazie. 

Community  Service  Award 

Dr.  Ben  P.  Frissell  was  nominated  as  the  recipient 
of  the  Community  Service  Award  of  the  A.  H.  Robins 
Company,  Inc.,  for  his  outstanding  community  service 
during  1962. 

75th  Diamond  Jubilee  — 1966 

As  directed  by  the  Board  of  Directors,  Dr.  W.  Albert 
Brewer  reported  on  the  results  of  investigation  and  in- 
terviews relating  to  the  publication  of  a book  on  Ari- 
zona “Territorial  Medicine”. 

It  was  concluded  and  recommended  that  Miss  Frances 
E.  Quebbman,  R.  N.,  retired  officer  of  the  United  States 
Navy,  with  a Masters  Degree,  currently  a candidate 
for  a Doctoral  Degree  at  the  University  of  Arizona,  be 
employed  for  the  preparation  of  such  book.  Miss  Quebb- 
man has  expressed  an  interest  in  this  project  as  her 
thesis. 

Her  employment  would  entail  an  expenditure  of  $250 
per  month  and  it  is  estimated  the  project  will  require 
24  months  for  completion  for  a total  outlay  of  $6,000; 
thereafter  consideration  must  be  given  to  publication. 
It  is  estimated  that  the  total  project  will  involve  an 
expenditure  of  from  $11,000  to  $15,000.  This  total  cost, 
of  course,  would  be  offset  either  totally  or  in  part 
through  the  sale  of  the  publication,  such  detail  yet  to 
be  explored. 

It  was  moved  and  seconded  that  this  board  accept 
the  employment  of  Miss  Frances  E.  Quebbman,  R.  N.; 
that  she  be  directed  to  proceed  with  the  writing  of  a 
book  on  Arizona  “Territorial  Medicine”;  that  a stipend 
of  $250  per  month  for  approximately  24  months  be  au- 
thorized paid;  and  further,  that  the  president,  Dr.  Clar- 
ence Yount,  appoint  a committee  of  three  or  more  doc- 
tors who  will  confer  with  Miss  Quebbman  as  to  the 
ultimate  details,  as  to  the  content  of  such  a book  and 
its  publication. 

Considerable  discussion  ensued  as  to  the  authority 
or  this  Board  of  Directors  to  make  such  commitment 
involving  the  expenditure  of  funds  for  a non-budgeted 
expense  without  the  consent  of  the  House  (Section  5, 
Chapter  VI  of  the  By-Laws). 

The  motion,  requiring  a three-fourths  majority  of  a 
quorum,  was  lost. 

It  was  moved  and  unanimously  carried  that  this  en- 


tire matter  be  presented  to  the  House  of  Delegates  for 
affirmative  action  with  recommendation  of  approval  of 
this  Board  of  Directors. 

It  was  moved  and  unanimously  carried  that  if  money 
can  be  obtained  from  other  sources  to  cover  the  ex- 
pense of  this  project  that  it  be  the  determination  of 
this  Board  to  go  forward  therewith. 

It  was  moved  and  unanimously  carried  that  the  cen- 
tral office  poll  the  House  of  Delegates  by  card  or  letter 
with  the  statement  of  the  problem  and  ask  for  return 
vote.  If  an  affirmative  vote  is  received  it,  the  associa- 
tion, should  proceed  with  the  procurement  of  Miss 
Quebbman. 

Articles  of  Incorporation  and  By-Laws 

Considerable  attention  was  given  to  Article  VII  of  the 
Articles  of  Incorporation  of  this  Association  which  pro- 
vides that  “the  control  and  management  of  the  affairs 
of  this  corporation  shall  be  vested  in  a Board  of  Di- 
rectors of  not  less  than  five  (5)  nor  more  than  twenty- 
five  (25)  members  elected  as  provided  in  the  By-Laws 
. . . ; also  Chapter  IV  of  the  By-Laws  which 
provides  that  the  officers  of  this  association  shall  be  a 
past  president,  a president,  a president-elect,  a vice 
president,  a secretary,  a treasurer,  a speaker  of  the 
house,  an  editor-in-chief,  the  delegates  to  the  American 
Medical  Association  (total  10)  and  the  district  directors 
(total  13)  for  a grand  total  of  23. 

Chapter  V of  the  By-Laws,  Section  7,  provides  for 
the  geographic  distribution  and  election  of  District  Di- 
rectors. 

Attention  was  called  to  the  probability  that  active 
membership  anticipated  as  of  October  1,  1963  will  in- 
crease the  total  membership  of  the  Board  of  Directors 
to  26  or  27. 

It  was  moved  and  unanimously  carried  that  an  amend- 
ment to  Article  VII  of  the  Articles  of  Incorporation  be 
proposed  to  increase  the  membership  of  the  Board  of 
Directors  to  not  less  than  five  nor  more  than  35;  that 
counsel  be  directed  to  dictate  the  appropriate  amend- 
ment to  the  articles  and  arrange  for  the  publication 
once  a week  for  two  consecutive  weeks  prior  to  the 
meeting  in  a newspaper  of  general  circulation  in  the 
county  wherein  these  Articles  of  Incorporation  were 
published;  that  due  notice  of  the  proposed  amendment 
be  given,  by  written  notice,  to  the  directors  at  least  10 
days  prior  to  said  meeting;  further,  that  in  accordance 
with  the  proposal  of  the  speaker  of  the  House  of  Dele- 
gates that  there  be  appointed  by  him  a special  commit- 
tee to  include:  Drs.  Robert  A.  Price,  Noel  G.  Smith, 
Arnold  H.  Dysterheft,  Walter  Brazie,  Donald  E.  Nelson, 
James  E.  O’Hare  and  Paul  J.  Slosser,  to  study  Chapter 
IV  and  Chapter  V,  Section  7 of  the  By-Laws  with  a view 
of  presenting  to  the  House  of  Delegates  a recommenda- 
tion of  the  membership  composite  of  the  Board  of  Di- 
rectors. 

Benevolent  and  Loan  Fund  Committee 

Medical  Student  Loans  — AMA-ERF 

It  was  reported  that  the  Arizona  banking  law  would 
not  permit  Arizona  agencies  to  duplicate,  in  this  state, 
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a loan  program  as  is  currently  in  effect  by  the  AMA 
Education  and  Research  Foundation.  It  was  recommend- 
ed that  the  current  program  of  referral  of  applicants 
to  AMA-ERF  be  continued;  that  it  be  determined  not 
to  further  consider  loans  from  the  limited  balance  of 
cash  on  hand  now  and  that  all  members  of  the  associa- 
tion be  assessed  $10  each  per  annum  as  a contribution 
to  the  AMA-ERF,  and  that  the  board  authorize  an  ap- 
propriate resolution  to  such  effect  to  be  presented  to 
the  1963  House  of  Delegates. 

It  was  moved  and  unanimously  carried  that  this  mat- 
ter be  tabled. 

Medical  Student  Loan  Fund 

It  was  recommended  to  the  Board  of  Directors  that 
$2,500  of  the  cash  balance  in  the  Medical  Student  Loan 
Fund  remain  as  such  for  the  payment  of  insurance  pre- 
miums and  other  expenses  associate  with  previous  loans 
granted  of  record,  and  that  the  remaining  cash  balance 
and  other  accruals  thereto  be  invested  by  the  trustee, 
Valley  National  Bank,  in  accordance  with  the  trust 
agreement. 

It  was  moved  and  unanimously  carried  that  these 
recommendations  be  accepted. 

Benevolent  Fund 

Counsel  presented  for  the  consideration  of  the  Board 
of  Directors  an  opinion  issued  July  16,  1962  on  grants 
to  association  members  in  financial  distress  as  it  may 
affect  the  regulations  of  the  Internal  Revenue  Service 
and  especially  involving  Article  III  (d)  of  the  Articles 
of  Incoqroration,  possibly  requiring  amendment  to  de- 
lete the  word  “grants”  in  order  to  retain  the  non-profit 
status  of  the  corporation.  It  is  estimated  that  there  is 
approximately  $5,464.40  in  the  “Benevolent”  portion  of 
the  Benevolent  and  Loan  Fund. 

It  was  moved  and  unanimously  carried  that  counsel 
be  instructed  to  include  an  appropriate  amendment  to 
the  applicable  Artiele(s)  of  the  Articles  of  Incorporation 
to  make  it  possible  for  the  association  to  consider  the 
original  intent  of  the  House  of  Delegates  in  setting  up 
the  benevolence  portion  of  the  fund  to  be  made  availa- 
ble to  those  member  doctors  of  medicine  in  distress. 

Central  Office  Advisory  Committee 

Membership  Classification  Changes 

Carl  William  Waldron,  M.D.,  member  of  the  Mari- 
copa County  Medical  Society,  recommended  and  ap- 
proved for  service  membership  as  a Maricopa  County- 
City  of  Phoenix  Civil  Defense  employee,  pending  re- 
ceipt of  dues. 

Paul  B.  Monroe,  M.D.,  active  member  of  the  Mari- 
copa County  Medical  Society,  recommended  and  ap- 
proved for  associate  membership  because  of  retirement, 
effective  December  31,  1962. 

W.  Paul  Holbrook,  M.D.,  active  member  of  the  Pima 
County  Medical  Society,  recommended  and  approved 
for  associate  membership  because  of  illness,  effective 
January  1,  1963. 

Lee  H.  Kiel,  M.D.,  active  member  of  the  Pima  Coun- 
ty Medical  Society,  recommended  and  approved  for  dues 


exemption,  having  reached  the  age  of  seventy  years, 
effective  January  1,  1963. 

Charles  S.  Smith,  M.D.,  active  member  of  Santa 
Cruz  County  Medical  Society,  recommended  and  ap- 
proved for  dues  exemption,  having  reached  the  age  of 
seventy  years,  effective  January  1,  1963. 

Legal  Services  Statement  — 1962 

It  was  reported  that  for  the  year  1962  legal  sendees 
were  rendered  by  the  firm  of  Snell  and  Wilmer  in  an 
amount  of  $9,624.  This  exceeds  the  retainership  paid 
for  the  year  in  an  amount  of  $3,624.  But  for  an  unusu- 
ally heavy  legislative  activity,  primarily  involving  the 
preparation  of  a revised  Medical  Practice  Act  and  an 
amended  Basic  Science  Act,  it  would  appear  that  all 
other  legal  services  rendered  would  have  reflected  a 
credit  balance  during  the  period. 

Report  was  accepted  and  payment  of  the  sum  of 
$3,624  was  authorized. 

1962  Audit 

Dr.  Dudley  submitted  for  review  the  auditor’s  report 
prepared  by  Henry  and  Horne,  Certified  Public  Ac- 
countants, covering  the  year  ending  December  31,  1962. 

The  records  of  the  association  were  found  in  good 
order  and  kept  in  accordance  with  accepted  accounting 
principles. 

It  was  moved  and  unanimously  carried  that  the  report 
of  the  treasurer  be  accepted. 

Central  Office  Records 

It  was  determined  that  the  Central  Office  Advisory 
Committee  investigate  the  possibilities  of,  and  costs  in- 
volved in,  micro-filming  the  old  records  or  portions 
thereof  as  may  appear  indicated. 

Legislative  Committee 

S.  B.  104  — Basic  Science  Certificates 

An  act  relating  to  basic  science  certificates;  providing 
registration  requirements  for  out-of-state  applicants  and 
amending  Section  32-424,  A.R.S.,  was  reviewed  and 
was  approved  with  active  support. 

S.  B.  105  — Medicine  and  Surgery  Act 

An  act  relating  to  medicine  and  surgery;  providing 
for  continuation  of  the  Board  of  Medical  Examiners; 
prescribing  powers  and  duties  of  the  board;  providing 
for  licensing  and  regulation  of  the  practice  of  medicine 
and  surgery;  prescribing  penalties;  repealing  Chapter  13 
of  Title  32,  A.R.S.,  and  amending  Title  32,  A.R.S.,  by 
adding  a new  Chapter  13,  was  reviewed.  It  was  ap- 
proved with  active  support. 

Arizona  Society  of  Pathologists 

Presented  for  review  was  a letter  dated  December  17, 
1962  addressed  to  the  Board  of  Medical  Examiners  of 
the  State  of  Arizona  by  the  Arizona  Society  of  Patholo- 
gists. It  referred  to  suggested  definition  of  areas  of  diag- 
nosis, specifically  pathology  and  laboratory  medicine, 
as  being  the  practice  of  medicine. 

The  Board  of  Medical  Examiners  was  of  the  opinion 
that  the  recommendation  of  the  pathologists  is  ade- 
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quately  covered  in  the  draft  of  the  proposed  revision 
of  the  Medicine  and  Surgery  Act. 

No  further  action  was  indicated. 

S.  B.  39  and  H.  B.  45  — Kerr-Mills  Implementation 

This  legislation  would  provide  for  medical  assistance 
for  the  aged,  implementing  P.L.  86-778,  referred  to  as 
the  Kerr-Mills  Law.  Report  setting  forth  activities, 
meetings  attended,  committee  hearings  of  the  Arizona 
State  Legislature,  and  proposal  of  Blue  Cross-Blue 
Shield  was  discussed. 

Attention  was  directed  to  a proposed  bill  anticipated 
introduced  in  this  session  of  the  Legislature  requiring 
all  counties  of  the  state  to  provide  for  the  medically 
indigent.  A draft  of  such  proposal  was  presented  for 
review.  It  was  approved  with  active  support. 

It  was  moved  and  seconded  that  this  Board  of  Direc- 
tors, its  legal  counsel  and  legislative  representatives  be- 
fore the  Senate  and  the  House,  move  to  see  to  it  that 
mental  and  emotional  illnesses  are  also  covered  under 
the  proposed  Kerr-Mills  Law  in  Arizona. 

The  motion  was  lost. 

It  was  moved  and  unanimously  carried  that  if  the 
Arizona  State  Legislature  passes,  in  this  current  session, 
a measure  implementing  the  Kerr-Mills  Law,  that  this 
association  give  consideration  next  year  to  an  amend- 
ment to  the  then  act  which  will  embody  the  thought 
conveyed  in  the  foregoing  motion. 

Fen  Hildreth,  Commissioner  of  the  Arizona  State  De- 
partment of  Public  Welfare,  in  letter  dated  February 

4,  1963,  set  forth  the  purpose  of  a proposed  bill  of 
amendment  regarding  the  responsibility  of  county  boards 
of  supervisors  to  provide  medical  care.  It  is  considered 
essential,  in  his  opinion,  that  such  measure  should  be 
enacted  if  the  effectiveness  of  the  Kerr-Mills  Law  im- 
plementation is  to  be  fully  realized. 

It  was  moved  and  unanimously  carried  that  the  views 
and  recommendation  of  Commissioner  Hildreth  be  ac- 
cepted. 

H.  B.  29  - Blood 

H.  B.  29,  an  act  relating  to  public  health  and  safety; 
defining  the  service  of  procurement,  processing,  distri- 
bution and  use  of  whole  blood,  plasma,  blood  products 
and  blood  derivatives  for  use  in  the  human  body;  and 
amending  Title  36,  Chapter  9,  A.R.S.,  by  adding  Article 

5,  Section  36-1151  (shall  be  construed  to  be  the  rendi- 
tion of  a service  by  every  person  participating  therein 
and  shall  not  be  construed  to  be  a sale),  supported  by 
the  Arizona  Hospital  Association,  was  reviewed. 

It  was  approved  with  non-active  support. 

Nursing  Act  Amendments 

Proposed  was  an  act  relating  to  professions  and  occu- 
pations; providing  for  a revision  of  the  statutes  per- 
taining to  nursing;  amending  certain  sections  of  existing 
statutes.  Counsel  reviewed  a rough  draft  of  the  pro- 
posed revision. 

No  action  was  taken. 

ARMA  House  Resolution  No.  9 

Resolution  was  reviewed  proposing  study  and  enaet- 
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ment  of  legislation  assuring  the  confidential  aspect  of 
privilege  of  reports  of  hospital  staff  committees’  deliber- 
ations. Counsel  advised  that  no  action  was  indicated  at 
this  time. 

Report  was  accepted. 

Animal  Vivisection 

H.  B.  84,  providing  for  medical  experimentation  of 
animals,  introduced  in  the  Regular  Session  of  the  20th 
Arizona  State  Legislature,  failed  of  enactment.  It  ap- 
peared to  be  adequate  for  the  purpose  and  intent;  how- 
ever, on  review  and  report  of  counsel,  no  action  was 
recommended  at  this  time. 

S.  B.  7 — Atomic  Energy 

An  act  relating  to  atomic  energy;  creating  the  Arizona 
Atomic  Energy  Commission  and  prescribing  its  powers 
and  duties;  providing  for  the  licensing  and  regulation 
of  users  and  possessors  of  sources  of  ionizing  radiation; 
prescribing  penalties;  amending  Title  30,  A.R.S.,  by 
adding  Chapter  4,  Articles  1,  2 and  3,  and  making  an 
appropriation  ($25,000.00),  was  reviewed. 

Question  was  raised  and  study  of  the  bill  was  indica- 
ted, especially  on  the  inclusion  of  pathologists  in  the 
composite  of  the  Arizona  Atomic  Energy  Commission. 

The  Board  determined  to  take  no  action  in  this  re- 
gard until  it  received  a report  and  recommendation  of 
the  Legislative  Committee. 

Component  Society  Communications 

The  Legislative  Committee  recommended  that  the 
chairmen  of  all  component  society  Legislative  Commit- 
tees be  invited  to  attend  its  meetings,  either  replacing 
the  presidents,  or  appointed  by  the  Board  as  an  advisory 
group  to  the  committee,  or  both,  and  to  serve  in  an  ex- 
officio  capacity. 

It  was  moved  and  unanimously  carried  that  the  rec- 
ommendation of  the  Legislative  Committee  be  accepted. 

Legal  Fees  and  Services  Study 

As  the  outgrowth  of  ARMA  Resolution  No.  10,  adopt- 
ed by  the  House  of  Delegates,  April  27,  1962,  a study 
was  made,  report  was  received  and  recommendations 
concurred  in  relating  to  legal  fees  and  services  as  fol- 
lows: 

1.  That  the  total  annual  cost  of  legal  services,  in- 
cluding both  corporate  and  legislative,  should  at 
all  times  be  held  at  no  more  than  five  per  cent 
of  the  total  budget  of  appropriated  expenditures 
for  any  given  year;  and  that  50  per  cent  or  less 
of  such  amount  be  allowed  to  be  expended  for 
legislative  purposes. 

2.  That  in  matters  legislative,  the  Board  of  Direc- 
tors should  determine  and  specify  in  each  in- 
stance "‘active  support”  or  “support  in  principle 
without  active  participation”,  it  being  the  intent 
that  only  in  those  matters  given  active  support 
shall  the  Association  be  responsible  for  legal  fees 
entailed,  in  part  or  in  whole;  and  in  those  mat- 
ters given  support  in  principle  without  active 
participation,  no  Association  funds  shall  be  ex- 
pended for  legal  services;  further,  in  this  latter 
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instance,  organizations  seeking  Association  sup- 
port in  either  approval  or  disapproval  of  any 
given  measure,  each  shall  be  so  notified. 

3.  That  if  there  occurs  any  unusual  demand  for 
legal  services  involving  legislation  or  for  other 
purposes  which  will  obviously  be  in  excess  of 
budgetary  limitations,  it  is  recommended  that  a 
special  compulsory  assessment  be  made  upon  all 
members  to  cover  such  items,  it  being  the  in- 
tent that  at  least  some  of  the  value  of  special 
assessments  will  be  to  alert  the  membership  to 
the  urgency  for  and  necessity  of  the  particular 
problem  involved.” 

It  was  moved  and  unanimously  carried  that  recom- 
mendations 1 and  2 of  the  Legislative  Committee  be 
accepted,  and  that  recommendation  number  3 be  ac- 
cepted in  principle;  however,  in  application  subject  to 
the  discretion  of  the  Board  of  Directors. 

H.  B.  50  — Arizona  Children’s  Colony 

An  act  relating  to  the  Arizona  Children’s  Colony; 
authorizing  construction  of  new  branches  at  Phoenix 
and  Tucson;  amending  Section  8-409,  A.R.S.,  and  mak- 
ing an  appropriation  ($60,000),  was  reviewed. 

Approved  in  principle  without  active  support. 

Medical  Economics  Committee 

Medicare  Contract  No.  DA-49-192-MD-II6 

It  was  regularly  moved  and  unanimously  carried  that 
there  be  duly  executed  Medicare  Contract  No. 
DA-49-192-MD-116,  a renewal,  effective  March  1,  1963 
to  and  including  February  29,  1964. 

Medico- Legal  Committee 

Group  Malpractice  Insurance 

The  Medico-Legal  Committee  recommended  that  the 
Board  of  Directors  investigate  and  consider  the  practi- 
cability and  advisability  of  group  liability  (malpractice) 
insurance  for  the  members  of  this  association.  It  was  sta- 
ted that  the  Medical  Economics  Committee  had  the 
project  under  advisement. 

Chapter  VII  — By-Laws 

Section  4 (g)  of  Chapter  VII  of  the  By-Laws  of  this 
Association  was  recommended  implemented  by  adopting 
the  rules  of  the  Pima  County  Malpractice  Screening 
Panel.  The  matter  was  tabled. 

Professional  Committee 

Cytology  Program 

Dr.  Brewer  reported  in  the  matter  of  the  cytology 
program  desirable  to  be  included  a part  of  the  statewide 
cancer  registry  program.  This  being  acceptable,  Arizona 
would  be  a pilot  state  in  the  field  and  study  of  oral 
cancer  with  participation  of  the  Arizona  State  Depart- 
ment of  Health.  It  was  further  stated  that  the  dental 
association  has  requested  favorable  consideration  and 
approval  of  this  project. 

It  was  moved  and  unanimously  carried  that  the  associ- 
ation approve  the  cytology  program  outlined  to  be  in- 


cluded and  made  a part  of  the  statewide  cancer  registry 
program. 

Cancer  Registry 

Dr.  Brewer  indicated  that  he  had  planned  to  report 
on  the  subject  of  cancer  registry.  However,  a meeting 
was  scheduled  February  14,  1963,  to  arrange  for  a 
statewide  program;  accordingly,  he  wished  to  defer  un- 
til possibly  the  next  meeting  of  the  board. 

Preliminary  meetings  have  been  previously  held  with 
and  including  the  Arizona  Chapter  of  the  American 
Cancer  Society,  the  Arizona  State  Health  Department 
and  other  private  individuals.  It  is  the  hope,  out  of 
these  deliberations  will  come  the  format  in  the  devel- 
opment of  a statewide  cancer  registry  program. 

Rheumatic  Fever 

Dr.  William  J.  Rappeport,  Consultant  in  Cardiology, 
Arizona  State  Department  of  Health,  advised  the  desir- 
ability of  establishing  a program  for  the  secondary 
prophylaxis  of  rheumatic  fever  to  be  sponsored  by  the 
health  department,  the  Arizona  Heart  Association,  the 
State  Pharmaceutical  Association,  and  with  the  hope  the 
project  would  receive  the  endorsement  of  the  Arizona 
Medical  Association.  The  purpose  is  twofold: 

(1)  to  provide  low-cost  penicilin  in  order  to  lighten 
the  financial  burden  inherent  for  the  provision  of  recur- 
rent rheumatic  fever  and  (2)  to  secure  statistical  data 
concerning  rheumatic  fever. 

In  cooperation  with  the  present  Maricopa  County 
Rheumatic  Fever  Committee  there  has  emerged  a com- 
mittee to  outline  the  protocol  for  such  a program.  En- 
visioned in  the  near  future  is  the  call  of  a meeting  or 
meetings  with  representatives  of  the  various  state  and 
county  agencies  and,  in  this  regard,  it  is  the  desire  that 
one  or  two  members  of  the  Arizona  Medical  Association 
attend  and  actively  participate.  It  is  desirable  to  have 
the  program  in  operation  within  the  next  four  to  six 
months. 

It  was  moved  and  unanimously  carried  that  the 
Chairman  of  the  Professional  Committee  appoint  two 
of  its  members  to  meet  with  this  group  and  express  the 
opposition  of  this  association  to  the  provision  of  giving 
medicine  to  those  who  are  not  in  need. 

Taped  Heart  Sounds 

On  the  proposed  pilot  study  for  taped  heart  sounds 
of  school  children  as  a diagnostic  aid,  suggested  by  the 
Arizona  State  Department  of  Health  and  recommended 
by  the  Professional  Committee  of  this  association  and, 
as  the  result  of  further  investigation  among  those  mem- 
bers of  the  medical  profession  practicing  in  the  field 
of  cardiology  as  well  as  those  representing  the  Arizona 
Heart  Association  and  the  Arizona  Society  of  Internal 
Medicine,  it  appears  obvious  that  there  is  no  unanimity 
of  opinion  as  to  the  value  of  such  program;  according- 
ly, the  suggested  project  was  not  approved. 

Totally  and  Permanently  Disabled 

The  president  reported  that  the  directive  of  the  board, 
October  28,  1962,  in  the  matter  of, 
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1.  establishment  of  county  consultation  committees 
within  each  component  county  medical  society  consist- 
ing of  approximately  six  members,  where  possible,  two 
or  whom  would  meet  with  the  attending  physician  of 
an  applicant  for  permanent  disability  benefits,  referred 
to  such  committee  by  the  Arizona  State  Welfare  De- 
partment for  the  purpose  of  review  of  status  of  medical 
disability, 

2.  appointment  of  a similar  committee  to  consist  of 
approximately  five  members  who  would  serve  to  fur- 
ther review  questionable  cases  or  cases  appealed,  the 
mechanics  of  such  meetings  to  be  worked  out  in  con- 
junction with  the  Arizona  State  Welfare  Department, 
the  latter  to  provide  satisfactory  monetary  remuneration 
for  members  so  serving  the  membership  of  such  state 
committee  to  be  appointed  annually,  membership 
changes  to  be  made  at  the  discretion  of  the  Board  of 
Directors,  subject  to  acceptance  by  the  Arizona  State 
Welfare  Department,  and 

3.  acceptance  of  the  list  of  physicians  submitted  con- 
taining the  names  of  doctors  of  medicine  who  have  in- 
dicated their  willingness  to  examine  applicants  for  disa- 
bility benefits,  would  be  carried  out  prior  to  the  next 
meeting  of  this  Board. 

Communicable  Disease  Reporting 

Recommendation  that  it  be  considered  perfectly  prac- 
tical and  sensible  having  laboratories  report  findings  of 
contagious,  infectious  and  preventable  diseases  to  the 
health  department,  such  findings  to  be  referred  back  to 
the  physician  for  verification  and  diagnosis,  was  re- 
ceived. 

It  was  moved  and  unanimously  carried  that  such  re- 
porting be  disapproved. 

Travel  Expense  Account 

Recommendation  that  there  be  included  in  the  annual 
budget  funds  for  transportation  or  travel  to  meetings 
for  members  of  the  various  committees  of  the  associa- 
tion, requiring  specific  written  application  therefor  to 
include  scope  and  purpose  of  meeting  scheduled,  hoped 
for  results  in  attendance,  and  a written  complete  report 
thereon  following  authorization  and  attendance,  was 
disapproved. 

Public  Relations  Committee 

Speakers  Bureau 

Program  for  continuation  and  further  development  of 
a Speaker’s  Bureau  within  the  jurisdiction  of  the  Public 
Relations  Committee,  as  presented  and  recommended 
by  Dr.  Steen,  was  approved;  and  that  the  surplus  of  the 
fund  of  the  Ad  Hoc  Committee  on  National  Legislation 
be  turned  over  to  the  Public  Relations  Committee  for 
its  Speakers  Bureau  (the  amount  was  $772.27).  It  was 
determined  to  let  the  Public  Relations  Committee  main- 
tain its  balance  of  funds  from  the  1962  budget  (the 
amount  was  $34.68). 

Publishing  Committee 

Authorized  was  a letter  directed  to  Lederle  Labora- 
tories relating  to  advertisement  appearing  in  Arizona 
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Medicine,  November  1962  issue,  regarding  symposia 
scheduled  without  medical  association  sponsorship,  to 
avoid  any  future  recurrence  of  such  ineptness. 

Scientific  Assembly  Committee 

International  College  of  Surgeons 

In  line  with  verbal  commitment  reported  by  Dr. 
Steen,  it  was  determined  to  advise  that  the  International 
College  of  Surgeons  will  be  required  to  contribute  the 
sum  of  $150  toward  the  expenses  of  the  scheduled 
speaker;  otherwise,  neither  the  speaker  nor  the  accom- 
modation will  be  made  available. 

Communications 

AMA  Board  of  Trustees 

Kentucky  State  Medical  Association  reports  support 
of  Dr.  Robert  C.  Long,  Louisville,  a candidate  to  suc- 
ceed Dr.  Hugh  H.  Hussey,  Washington,  D.C.,  resigned, 
as  a member  of  the  Board  of  Trustees  of  the  American 
Medical  Association. 

AMA  President-Elect 

Massachusetts  Medical  Society  reported  support  of 
the  candidacy  of  Dr.  Norman  A.  Welch,  Speaker,  as 
President-Elect  of  the  American  Medical  Association. 

Maricopa  County  Medical  Society 

It  was  moved  and  unanimously  carried  that  the  re- 
port of  the  Maricopa  Society  and  recommendation  deal- 
ing with  membership  status  be  tabled. 

Regarding  resolutions  adopted  dealing  with  AMPAC 
and  ARMPAC,  action  postponed  pending  outcome  of 
discussion  of  the  subject,  a part  of  the  agenda  under 
other  business. 

Insurance  — Elderly 

AMA  Council  on  Medical  Service  concurred  in  enact- 
ment of  legislation  permitting  private  insurers  to  jointly 
underwrite,  on  a non-profit  basis,  hospital,  medical,  sur- 
gical and  major  medical  expense  insurance  on  persons 
65  years  old  and  over,  recommending  that  constituent 
medical  associations  cooperate  with  other  organizations 
to  promote  legislation  that  would  permit  pooling  of  risks 
making  such  coverage  more  readily  available.  Referred 
to  Medical  Economics  Committee. 

Group  Life  Insurance 

California-Western  States  Life  Insurance  Co.,  under- 
writers of  the  Association  sponsored  Professional  Fran- 
chise Life  Insurance  Program,  has  offered  an  “open 
period”  to  members  not  presently  covered  in  such  pro- 
gram. Evidence  of  insurability  will  be  waived  for  all 
members  under  age  50  applying  for  the  basic  $10,000 
coverage  if  at  least  100  applications  are  received.  Lib- 
eral underwriting  will  be  used  when  considering  appli- 
cations for  members  from  age  50  to  80.  Proposal  sup- 
ported. 

Other  Business 

Counsel  briefly  reviewed  the  content  of  an  opinion 
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previously  rendered  referable  to  Arizona  law  as  per- 
tains or  relates  to  the  organization  and  operation  of  a 
political  action  committee.  The  secretary  read  a letter 
dated  January  29,  1963  received  from  Dr.  John  W. 
Moon,  Chairman  of  the  Steering  Committee  on  ARM- 
PAC,  setting  forth  certain  recommendations  as  pertains 
to  suggested  membership  to  constitute  a Board  of  Di- 
rectors. 

It  was  moved  and  unanimously  carried  that  Drs.  Wal- 
ter E.  Ahrens,  Walter  D.  Anderson,  Walter  Brazie,  Mrs. 
Albert  O.  Daniels,  Drs.  William  F.  Holsey,  John  Wil- 
liams Moon,  Maxwell  R.  Palmer,  William  G.  Payne, 
Mrs.  Richard  Timmons,  and  Dr.  John  F.  Westfall  be 
appointed  members  of  the  Board  of  Directors  of 
ARMPAC  for  a term  of  one  year  or  until  such  time  as 
their  successors  are  appointed  and  have  accepted  the 
office. 

Correspondence  received  from  Dr.  Gunnar  Gunder- 
son, Chairman  of  the  ARMPAC  program  and  member- 
ship drive,  was  directed  referred  to  the  Board  of  Di- 
rectors of  ARMPAC  for  its  information  and  attention. 
Western  Council  for  Higher  Education  in  Nursing 

The  matter  of  request  for  participation  in  the  Western 
Council  for  Higher  Education  in  Nursing  Program  was 
given  consideration.  No  action  was  taken. 

Charles  E.  Henderson,  M.D. 
Secretary 


AD  HOC  COMMITTEE  TO  STUDY 
BLUE  SHIELD 

February  16,  1963 

A meeting  of  the  Ad  Hoc  Committee  to  Study  Order- 
ly Realignment  of  Blue  Shield  to  Provide  Payment  for 
All  Medical  Services  of  Patients  in  Arizona,  including 
Pathology,  Radiology,  and  Anesthesia,  of  The  Arizona 
Medical  Association,  Inc.,  met  February  16,  1963.  Dr. 
R.  Lee  Foster,  chairman,  presided. 

Minutes 

Dr.  J.  Garland  Wood  Jr.  was  appointed  as  recorder. 
Resolution  No.  5 

Resolution  No:  5 adopted  by  the  House  of  Delegates 
of  The  Arizona  Medical  Association,  Inc.  on  April  27, 
1962  was  read  and  reviewed  by  Dr.  Foster.  (Arizona 
Medicine,  August  1962,  15A).  Dr.  Foster  said  that  the 
suggestion  was  quite  old,  that  it  had  been  made  original- 
ly to  the  committee  that  formed  Blue  Cross  and  Blue 


Shield  in  Arizona,  but  that  the  attempt  was  unsuccess- 
ful. 

Drs.  Walter  T.  Hileman  and  James  G.  Wood  Jr.  re- 
viewed the  present  difficulties  when  Blue  Cross  pays 
for  these  services  on  hospitalized  patients.  Dr.  Paul  B. 
Jarrett  then  brought  up  the  question  of  open  staff  ra- 
diology and  pathology  departments.  This  was  discussed 
by  Dr.  James  E.  O’Hare  and  Dr.  Wood. 

Dr.  O’Hare  said  that  the  present  resolution  is  an  at- 
tempt to  forestall  increasing  federal  inroads  on  the  pri- 
vate practice  of  medicine,  with  reference  to  the  use  of 
Blue  Cross  principals  and  wordings  in  the  preparation 
of  rules  and  instructions  in  the  Medicare  Program  and 
in  the  proposed  King-Anderson  and  similar  proposals. 

Dr.  Jarrett  said  that  the  House  of  Delegates  of  The 
Arizona  Medical  Association  had  on  two  occasions  af- 
firmed that  the  practice  of  radiology,  pathology  and 
anesthesiology  was  a form  of  medical  practice.  Dr. 
O’Hare  said  that  the  object  was  to  correct  the  principal 
involved  in  having  hospitals  pay  for  professional  serv- 
ices. He  expressed  the  fear  that  this  is  a precedent  to 
the  hospital  payment  for  all  types  of  professional  serv- 
ices under  any  future  government  system. 

Dr.  Hileman  discussed  the  present  approaches  to  the 
problem  by  Blue  Cross,  the  AMA,  and  the  American 
Hospital  Association.  Dr.  O’Hare  discussed  a recent  ef- 
fort by  the  American  Hospital  Association  to  change 
the  AMA’s  policy  on  full-time  M.D.  employees  of  hos- 
pitals, as  it  thought  that  this  was  one  of  the  greatest 
threats  to  the  private  practice  of  medicine. 

Dr.  Richard  S.  Armstrong  read  several  paragraphs 
from  a document  on  this  American  Hospital  Association 
effort. 

Anesthesia,  pathology,  and  radiology  were  discussed 
briefly  so  far  as  the  difficulty  of  dissecting  the  desired 
changes  was  concerned.  Dr.  Hileman  suggested  that  the 
House  of  Delegates,  which  is  the  corporate  body  of  the 
Blue  Shield  plan,  offer  coverage  of  the  controversial 
services  under  Blue  Shield. 

Dr.  Foster  suggested  a meeting  with  the  committee 
appointed  by  the  Arizona  Hospital  Association  that  is 
currently  studying  this  same  problem,  and  discussed  how 
a meeting  might  be  fruitful.  It  was  decided  to  ask  this 
committee  to  meet  soon  with  the  committee  of  The  Ari- 
zona Medical  Association. 

Dr.  O’Hare  asked  Dr.  Armstrong,  a pathologist,  about 
the  exact  relationship  of  a pathologist  to  the  routine 
chemistries  and  other  laboratory  examinations  that  were 
not  performed  or  reviewed  by  a pathologist. 

Dr.  Armstrong  explained  the  responsibility-relation- 
ship of  the  pathologist  and  the  availability  of  direct 
consultation.  Dr.  O’Hare  suggested  that  a meeting  be 
arranged  with  representatives  of  the  Blue  Cross  board, 
to  include  Mr.  Donald  Lau,  to  precede  the  meeting 
with  the  hospital  association  committee  so  that  a more 
thorough  review  of  the  difficulties  of  realignment 
might  be  discussed. 

It  was  recommended  that  an  attempt  be  made  to  set 
up  the  meetings  on  March  10,  1963,  with  an  alternate 
date  of  March  3,  1963. 

J.  Garland  Wood  Jr.,  M.D. 
Recorder 


16A 


Arizona  Medicine 


An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


It's  Spring  Housecleaning  Time! 

1 [ 

About  once  or  twice  a year,  doctors  have  housecleaning  to 
do  . . . cleaning  out  old  past  due  accounts  and  either  giving 
them  up  for  loss  or  turning  them  over  to  a collection  agency. 
Besides  the  loss  of  money,  housecleaning  such  accounts  takes 
up  a lot  of  valuable  time.  You  can  end  this  unpleasant  chore  i 
once  and  for  all. 

The  solution:  Suggest  the  Budget  Plan  for  Health.  The  more 
you  suggest  it,  the  less  past  due  accounts  will  accumulate 
because  you  turn  your  accounts  into  cash  right  away. 

! Today,  more  than  ever  before,  monthly  payments  are  popu- 
lar . . . the  preferred  way  to  buy.  Your  patients  pay  for  many 
things  on  monthly  payments:  the  mortgage,  the  car,  furniture, 
clothing  and  even  food.  Why  not  medical  care?  The  Budget 
Plan  for  Health  gets  yon  your  cash  right  away  and  provides 
a way  for  your  patient  to  meet  his  financial  obligation  to  you 
on  convenient  monthly  payments  at  bank  rate  of  interest. 

It  builds  goodwill  for  you.  Your  patients  won’t  have  to  put 
off  good  health  because  they  can’t  afford  it. 


End  spring  housecleaning  by  suggesting  the  Budget  Plan  for 
Health.  Remember,  Doctor,  a paid  patient  is  a satisfied  patient 
and  your  best  practice  builder. 


First  Street  at  Willetta  • Phoenix  • 258-7755 

31  North  Tucson  Boulevard  • Tucson  • MA  3-9421 

i 456  North  Country  Club  Drive  • Mesa  • WO  4-5668 

I ! 
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Allergic  and  inflammatory  dermatoses, 
including  psoriasis,  have  in  many  patients 
shown  dramatic  response  to  ARISTOCORT 
rriamcinolone  systemic  therapy.  But  it  also 
provides  gratifying  symptomatic  control 
with  only  minimal  interference  with 
ither  metabolic  functions.  In  this  respect, 
A.RISTOCORT  Triamcinolone,  when  com- 
pared with  other  corticosteroids,  old  and  new, 
is  distinguished.  Typical  steroid  problems  of 
sodium  retention  and  edema,  undesirable 
euphoria,  or  voracious  appetite  and  excessive 
weight  gain  rarely  occur. 

ARISTOCORT  Triamcinolone  is  indicated 
when  anti-inflammatory,  anti-allergic  action 
3f  glucocorticoids  is  desired,  side  effects  of 
glucocorticoids  generally : Cushingoid  effects, 
hirsutism,  leucopenia,  purpura,  vertigo, 


fatigue,  increased  hyperglycemia,  osteopo- 
rosis, gastrointestinal  hemorrhage,  cataracts, 
growth  suppression  in  children  and  in- 
creased intracranial  pressure.  Other  gluco- 
corticoid effects  thought  more  likely  to  occur 
with  triamcinolone:  reversible  weakness  of 
muscles  and  flushing  of  face. 
precautions:  ARISTOCORT  Triamcino- 
lone should  be  used  with  extreme  caution  in 
viral  infection,  particularly  herpes  simplex 
and  chicken  pox,  in  tubercular  or  fungal 
infection,  in  active  peptic  ulcer,  acute 
glomerular  nephritis  or  myasthenia  gravis. 
formula— Tablets  (scored)  containing  1 
mg.,  2 mg.  or  4 mg.  of  triamcinolone. 
Syrup  — 2 mg.  of  triamcinolone  diacetate 
per  5 cc.  (5  mg.  of  triamcinolone  diacetate 
is  equivalent  to  4 mg.  of  triamcinolone). 


Aristocort 

Triamcinolone 

Maximum  steroid  benefits  with  minimum  steroid  penalty 


LEDERLE  LABORATORIES  • A Division 


of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

I64-R-3  (DC3I-S) 
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Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area  near  picturesque 

Camelback  Mountain,  this  hospital  is  dedicated  exclusively  to 
treatment  of  psychiatric  and  psychosomatic  disorders,  including  alcoholism. 
Facilities  include: 

& Spacious,  year  hound  outdoor  recreation  area 
Heated  swimming  pool 

& Modern,  comfortable  rooms 


88m!s 


mm  ■ 


sagaas 


• Open  medical  staff  • 91  bed  capacity 

• Ratio  of  more  than  one  registered  staff  nurse  to  every  two  patients 

• All  rooms  air-conditioned  • Spacious  grounds  cover  ten  acres 

• Licensed  and  approved  by  Arizona  State  Department  of  Health 

• Member  of: 

American  Hospital  Association 

Arizona  Hospital  Association 

Association  of  Western  Hospitals 

National  Association  of  Private  Psychiatric  Hospitals 


5055  North  34th  St 


• Approved  by: 

The  Joint  Commission  on  Accreditation  of  Hospitals 
and  The  American  Psychiatric  Association 


AMherst  4- 
PHOENIX,  ARIZ 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCH 


A Non-Profit  Corpor 


from  the  feet  up— clears  ringworm 
economically  with  half  the  dosage 


iurvicm-u/i. 

griseofulvin,  ultra/fine,  Schering 


“Culture  negative 99 
after  four  iveeks 
in  this  case  of 
plantar  tinea  pedis 

R.  B.,  a 36-year-old  writer,  was 
first  seen  on  November  5, 1962, 
with  severe  inflammatory  tinea 
pedis  involving  the  sole  of  the 
right  foot.  There  was  an  8-cen- 
timeter area  of  erythema,  with 
vesicles,  bullae  and  scales  on 
the  plantar  surface  of  the  foot. 
The  lesion  had  been  present 
for  two  weeks.  Microscopic  ex- 
amination of  scrapings  showed 
hyphae,  and  cultures  grew  out 
T.  mentagrophytes. 

The  patient  was  started  on  0.5 
gm.  Fulvicin-u/f  (griseoful- 
vin, ultra-fine)  daily.  Three 
weeks  later  there  was  distinct 
improvement  with  only  mild 
erythema  and  scaling  present. 
After  one  additional  week, 
therapy  was  discontinued  and 
a second  culture  was  negative. 
The  patient  was  last  seen  on 
December  24,  approximately 
three  weeks  after  termination 
of  therapy.  At  this  time  the 
skin  was  entirely  normal  in 
appearance. 

1 Plantar  tinea  pedis  before 
therapy. 

2 After  two  weeks  of  therapy. 

3 Six  weeks  later,  skin  essen- 
tially normal  (two  weeks  after 
termination  of  therapy). 


Clinical  considerations : Al- 
though clinical  studies  with 
griseofulvin  have  not  revealed 
evidence  of  serious  toxicity, 
side  effects  — as  with  any  po- 
tent drug  or  antibiotic  — may 
occur  in  some  patients.  An  oc- 
casional minor  decrease  in 
leukocyte  count  has  been  ob- 
served, which  was  reversible 
when  medication  was  discon- 
tinued. Occasionally,  there  may 
be  heartburn,  nausea,  epigas- 
tric discomfort,  diarrhea,  leth- 
argy, fatigue,  psychomotor 
incoordination  and,  during  the 
first  week  of  therapy,  headache. , 
Studies  are  in  progress  to  de- 
termine the  safety  of  this  drug 
during  pregnancy;  until  the 
results  of  these  studies  are 
available,  griseofulvin  is  con- 
traindicated during  pregnancy. 
Caution  should  be  observed  in 
patients  with  known  penicillin- 
sensitivity.  Should  urticaria  or 
drug  rash  develop,  the  drug 
should  be  withdrawn.  Avail- 
able in  125  mg.,  250  mg.  and 
500  mg.  scored  tablets,  bottles 
of  60  and  250. 


For  complete  details,  consult 
Schering  literature  available 
from  your  Schering  Represen- 
tative or  Medical  Services 
Department,  Schering  Corpo- 
ration, Union,  New  Jersey. 


CASE  HISTORY  AND  PHOTOGRAPHS  COURTESY 
OF  LEO  R.  LESE,  M.D.,  NEW  YORK,  N Y. 


This  is  half  an  inspection 


. . . this  is  the  other  half 


Inspecting  a coated  tablet  poses  a two-sided 
problem:  How  do  you  make  certain  that  both 
top  and  bottom  are  flawless  without  picking  up 
each  tablet  and  turning  it?  ■ We  have  a ma- 
chine especially  designed  to  do  the  job.  The 
tablets  pass  along  a belt  under  the  watchful 
eye  of  an  inspector.  Any  tablet  that  has  the 


slightest  irregularity  in  shape  or  coating  is 
rejected.  Then  a second  belt  overrides  the  first 
and,  holding  the  tablets  tightly  in  place,  turns 
them  over  and  delivers  them  to  another  belt 
for  inspection  of  the  other  side.  ■ It  is  another 
in  a long  series  of  control  measures  designed 
to  deliver  quality  pharmaceuticals  every  time. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.  A. 
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Mexican-American 
Medical  Beliefs: 
Science  or  Magic? 


William  R.  Holland,  Ph.D. 


An  engaging  documeniaiion  of  the  traditional  medical  concepts  and  prac- 
tices of  the  Mexican-American  population  of  Tucson. 


INTRODUCTION 

THE  Mexican-American  population  of  Texas, 
New  Mexico,  Colorado,  Arizona,  and  Cali- 
fornia frequently  presents  a perplexing  prob- 
lem to  Anglo-American  medical  practitioners 
unfamiliar  with  their  cultural  background.1’7 
Only  partial  acceptance  of  modern  medicine  has 
resulted  in  the  generally  poorer  health  and 
shorter  life  expectancy  of  the  Mexican-Ameri- 
can. A multitude  of  typically  Mexican  disease 
concepts  survive  among  them  which  often  come 
into  conflict  with  those  of  modem  medicine.  As 
a result  this  minority,  maintaining  its  faith  in 
the  traditional  beliefs  and  remedies  of  its  Mexi- 
can antecedents,  has  long  resisted  the  inroads  of 
the  scientific  medical  practices  of  Anglo-Ameri- 
cans. 

This  paper  attempts  to  measure  the  degree  of 
adherence  of  Tucson’s  Mexican-American  popu- 


Information  on  the  research  for  this  article  is  in  NOTES, 
No.  1,  page  101. 

Previous  research  by  Dr.  Holland,  a cultural  anthropologist,  is 
given  in  NOTES,  No.  2,  page  101. 

The  Department  of  Psychology,  The  University  of  Arizona, 
and  the  Southern  Arizona  Mental  Health  Center,  Tucson,  of  the 
Arizona  State  Hospital. 


lation  to  these  traditional  disease  concepts  and 
curing  practices. 

Tucson’s  35,7229  Mexican-Americans  constitute 
16.7  per  cent  of  its  total  population.  Most  trace 
their  origins  to  isolated  ranches,  villages  and 
towns  in  northwestern  Mexico  where  some  5,575 
were  born. 

.The  majority,  however,  are  either  first  or  sec- 
ond generation  Americans,  descended  from  fam- 
ilies that  migrated  from  Mestizo  rather  than 
Indian  communities  in  Sonora.  Those  who  origi- 
nated in  other  states  of  the  Southwest  or  the 
states  of  Chihuahua,  Durango,  Nayarit,  Sinaloa, 
and  Baja,  California  are  less  numerous. 

The  antecedents  of  only  a small  minority  orig- 
inated elsewhere  in  Mexico,  in  other  Latin 
American  Countries,  Spain,  or  Europe  in  recent 
times. 

The  forebears  of  most  Mexican-Americans 
were  rural  peasants  or  poor  villagers  or  town- 
dwellers  who  had  little  or  no  formal  education. 
The  former  farmed  and  ranched  their  lands  as 
cooperative  extended  family  units,  while  the 
village  and  town-dwellers  were  generally  mem- 
bers of  the  poorer  classes  who  made  their  liv- 
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ing  by  unskilled  and  semi-skilled  labor.  Prob- 
ably not  more  than  one  per  cent  were  large 
landholders,  merchants,  professionals,  or  be- 
longed to  other  segments  of  Mexico’s  small,  rela- 
tively well-educated  upper  class. 

THE  Socio-economic  class  position  of  Mexican- 
Americans  on  the  whole  is  much  higher  than 
that  of  the  Mexican  peasant  and  poor  classes  but 
significantly  lower  than  that  of  the  Tucson  pop- 
ulation in  general. 

According  to  the  last  census  in  1959  their 
medium  income  per  family  was  only  $4,735  as 
compared  to  $5,703  for  the  city  as  a whole.9  The 
8.1  median  years  of  school  completed  by  Mexi- 
can-Americans  over  25  was  decidedly  lower  than 
the  12.1  years  of  the  total  population.9  Eighty 
per  cent  of  the  Mexican-Americans  have  less 
than  the  median  years  of  education  in  Tucson. 

This  ethnic  subgroup  is  slowly  abandoning  its 
Mexican  ways  and  adopting  its  Anglo-American 
counterparts.  Conservative,  transitional,  and 
highly  assimilated  groups  can  be  distinguished 
as  phases  in  this  process  of  culture  change. 

At  one  extreme  the  conservative  group  retains 
strong  social  and  cultural  ties  with  Mexico,  and 
would  be  characterized  by  Lewis5  as  typifying 
the  culture  of  poverty.  Members  of  this  group 
are  generally  unskilled  workers  and  have  the 
lowest  income  and  educational  level. 

They  retain  basically  north  Mexican  peasant 
culture  including  small  adobe  houses,  a high 
degree  of  dependence  on  family  and  kinship 
ties,  preference  for  neighborhoods  of  dense 
Mexican-American  population  where  the  Span- 
ish language  is  predominant,  a world  view  in 
which  magic  and  religion  assume  great  im- 
portance, and  strong  faith  in  traditional  medical 
beliefs  and  practices. 

On  the  other  extreme,  the  highly-assimilated 
group  has  much  in  common  with  Anglo-Ameri- 
cans. Their  educational  and  income  levels  ap- 
proach the  medians  of  the  total  population. 
Their  homes  are  undifferentiated  from  those 
of  other  members  of  the  middle  class.  Nuclear 
families  predominate  and  kinship  ties  assume 
secondary  importance  in  comparison  to  those 
formed  through  the  economic,  educational,  and 
religious  institutions  of  the  wider  society. 
English  is  preferred  to  Spanish  even  in  the 


home.  Magic  and  religion  decline  and  empirical 
knowledge  assumes  greater  importance  in  some 
aspects  of  their  world  view.  Faith  in  traditional 
cures  is  largely  replaced  by  reliance  on  modern 
medicine. 

Most  Mexican-Americans,  however,  occupy 
an  intermediate  position  between  the  conserva- 
tive and  highly-assimilated  groups.  This  transi- 
tional group  is  usually  composed  of  semi-skilled 
or  even  skilled  laborers  who  are  often  first  and 
second  generation  Americans.  The  culture  of 
this  group  is  a very  heterogeneous  mixture  of 
north  Mexican  and  southwestern  Anglo-Ameri- 
can traits. 

TRADITIONAL  MEXICAN  MEDICINE 

Traditional  medicine  is  the  principal  system 
for  classifying  and  interpreting  illness  known  to 
the  majority  of  Mexico’s  peasant  population, 
town-dwellers,  and  urban  poor. 

Unlike  modern  scientific  medicine,  it  is  the 
creation  of  the  common  people,  the  end-product 
of  knowledge  of  herbal  cures  and  magico-relig- 
ious  assumptions  which  they  share.  It  is  the 
wisdom  of  the  forefathers  handed  down  from 
generation  to  generation  through  which  the  lay- 
man perceives  and  interprets  experience  related 
to  illness. 

Traditional  medicine  is  most  prevalent  where 
modern  medicine  is  absent. 

The  supernatural  is  of  primary  importance  in 
the  world  view  of  Mexican  peasants.  The  influ- 
ence of  the  Catholic  church  emanating  from 
urban  centers  is  relatively  weak  in  rural  Mexico 
where  formal  church  doctrine  has  long  since 
been  re-interpreted  and  integrated  into  the 
world  view  of  local  peasant  and  Indian  groups. 
In  isolated  areas  of  Mexico  seldom  visited  by 
priests,  local  religious  beliefs  and  practices  often 
retain  their  autonomy  and  function  independ- 
ently of  the  formal  Catholic  church. 

CATHOLICISM  in  rural  Mexico  is  a “miracle- 
oriented”  system  of  magico-religious  beliefs 
and  rituals  for_aehieving  greater  control  ovej; 
anxiety-producing  life  circumstances. 

In  this  system  the  Catholic  saints,  synonomous 
with  the  forces  of  good,  are  the  omnipotent  cre- 
ators and  preservers  of  all  life.  The  devil  and 
his  human  advocates,  the  witches,  symbolize  the 
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destructive  forces  of  nature  and  death  itself. 
Life  is  a constant  struggle  between  the  forces 
of  good  and  evil. 

Disease  concepts  are  closely  bound  to  this 
magico-religious  belief  system.  Good  health  and 
prosperity  are  maintained  when  man  sustains 
the  delicate  balance  between  the  forces  of  good 
and  evil.  Ill  health  and  misfortune  ensue,  how- 
ever, when  this  equilibrium  is  upset  and  the 
wrath  of  the  deities  is  brought  down  upon  him. 

Many  illnesses  are  heavenly  punishments  for 
transgressions  of  the  social  mores,  while  others 
are  capriciously  inflicted  by  devils  and  witches. 
The  threat  of  illness  is  a strong  social  control 
among  Mexican  peasants  and  conservative  Mex- 
ican-Americans. Traditional  medicine  is  primar- 
ily supernatural  and  only  secondarily  rational. 

Traditional  diagnosis  and  curing  is  largely  in 
the  hands  of  lay  curanderos  (curers)  whose  role 
closely  approximates  that  of  shamans.  Curan- 
deros utilize  a large  pharmacopeia  of  herbal 
remedies  for  simpler  afflictions  and  a wide  va- 
riety of  magico-religious  rituals  for  more  diffi- 
cult illnesses. 

IN  rural  Mexico  neither  formally-trained  phy- 
sicians nor  public  health  programs  have  made 
significant  inroads.  Most  illness  is  treated  by 
curanderos.  Although  many  diseases  such  as 
smallpox,  measles,  whooping  cough,  malaria, 
and  so  forth  are  well  known,  Mexican  peasant 
culture  has  assimilated  relatively  little  modern 
medicine. 

Formally-trained  physicians  usually  limit  their 
practices  to  the  middle  and  upper  classes  of  the 
larger  towns  and  cities,  giving  little  attention 
to  the  inhabitants  of  rural  areas. 

Traditional  medicine  has  retained  its  impor- 
tance among  conservative  Mexican-Americans. 
A wide  variety  of  curanderos  and  magico-relig- 
ious healers,  ranging  from  specialists  in  medi- 
cinal herbs  to  palm  readers,  serve  Tucson’s  Mex- 
ican-American  population.  Older  women  fre- 
quently fill  the  role  of  herbalists,  serving  both 
relatives  and  neighbors  for  nominal  sums. 
Numerous  curative  plants  are  stocked  in  phar- 
macies owned  by  Mexican-Americans.  One  on 
South  Stone  has  a supply  of  over  80  herbs,  while 
another  on  Meyer  Street  has  over  200.  Addi- 
tional supplies  are  brought  from  Juarez,  Chilma- 
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hua  and  Nogales,  Sonora  where  other  specialists 
import  them  from  all  over  Mexico.  Reference 
books  such  as  “Yerbas  Medicinales  de  Mexico” 
by  Maximo  Martinez  are  kept  on  hand  for  fre- 
quent consultation  by  these  store  owners. 

Most  Tucson  curanderos  are  older  women 
whose  knowledge  of  traditional  cures  and  medi- 
cal abilities  become  well-known  in  the  neigh- 
borhood where  they  live  and  even  beyond.  For 
many  curing  becomes  a part-time  specialty  for 
which  they  charge  small  sums  of  money,  espe- 
cially when  dealing  with  non-relatives.  Those 
who  develop  extensive  practices  often  try  to  ex- 
tract much  larger  sums  for  their  services. 

ELIX  LUCERO  who  built  the  Garden  of 
Gethsemane  under  Tucson’s  Congress  Street 
bridge  during  the  1930’s,  also  acted  as  a curan- 
dero  among  his  people.  He  is  reputed  to  have 
gathered  a wealth  of  information  on  traditional 
medicine  which  he  put  at  the  disposal  of  both 
Mexican  and  Anglo-Americans  alike.  People  are 
said  to  have  come  great  distances  to  receive  the 
benefit  of  his  medical  wisdom. 

Roth  for  his  religious  fervor  and  his  extensive 
curing  practice,  he  was  undoubtedly  looked  up- 
on as  a symbol  of  traditional  Mexican  life  in 
Tucson,  as  indeed  other  curanderos  may  still  be 
today. 

Many  Mexican-Americans  patronize  Gypsy 
palm  readers  and  faith  healers  for  solutions  to 
their  physical  and  emotional  problems.  Span- 
ish-speaking Gypsy  women  sometimes  set  up 
•headquarters  in  a Mexican-American  neighbor- 
hood and  then  proceed  to  go  from  house  to 
house  reading  palms,  telling  fortunes,  and  giv- 
ing advice. 

One  such  man  and  wife  team  have  openly 
run  a thriving  palmistry  practice  on  South  Sixth 
Avenue  for  over  a decade  and  recently  opened 
a downtown  branch  on  Congress  Street.  They 
have  advertised  over  a local  Spanish  language 
radio  station  for  several  years.  Most  of  their 
clientele  are  of  Mexican-American  origin. 

THE  role  of  religion  in  traditional  curing  can- 
not be  overestimated.  As  Foster  found  in 
Spain  and  Latin  America,  each  Catholic  saint 
has  a special  favor  to  concede.  At  time  of  crisis 
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these  deities  are  placated  for  miraculous  help 
with  offerings  of  penance.  San  Francisco  of 
Magdalena,  Sonora;  San  Francisco  of  San  Xavier 
del  Bac  near  Tucson;  the  Virgin  of  Guadalupe; 
the  Virgin  Mary;  San  Martin;  San  Antonio;  San- 
to Nino  de  Atocha,  and  so  forth  all  can  be  of 
assistance  in  curing  illness. 

Many  Mexican-American  homes  contain  relig- 
ious alters  where  devotions  are  carried  out  be- 
fore the  statues  and  images  of  saints.  Similar 
rituals  are  performed  in  the  many  Catholic 
churches  throughout  the  city. 

Vows  of  penance  are  offered  to  the  deities  in 
return  for  their  commendation.  As  in  Spain,2 
novenas  of  nine  hours,  nine  days,  or  even  nine 
weeks  are  common  penances  carried  out  for 
curing  the  sick.  Vows  (Sp.  manda,  promesa ) to 
attend  mass  regularly,  abstain  from  favored 
foods,  say  the  rosary  daily,  don  a religious  habit, 
visit  the  shrine  of  a saint  and  travel  part  of  the 
distance  on  foot  and  part  on  the  knees  are  typi- 
cal penances. 

Conservative  Mexican- Americans  even  make 
pilgrimages  to  shrines  in  Mexico  such  as  that 
of  San  Francisco  in  Sonora;  the  Virgin  of  Zapo- 
pan,  Jalisco;  and  the  Virgin  of  Guadalupe  in 
Mexico  City  as  part  of  their  vows. 

Three  types  of  traditional  disease  are  consid- 
ered here:  diseases  of  dislocation  of  internal  or- 
gans, diseases  of  emotional  origin,  and  diseases 
of  magical  origin.  The  causes,  symptoms,  and 
cures  of  two  diseases  of  each  type  are  described 
below. 

Diseases  of  Dislocation  of  Internal  Organs 

A.  Caida  de  la  mollera  is  a disease  of  infants 
which  occurs  when  the  fontanelle  of  the  parietal 
or  frontal  bone  of  the  cranium  falls  and  leaves 
a “soft  spot  which  sometimes  vibrates  during 
breathing.  It  usually  happens  during  breast 
feeding  or  as  a result  of  a sudden  fall.  The  baby 
is  usually  spoon-fed  during  the  illness. 

Treatment  consists  of  putitng  salt  into  the 
fallen  fontanelle  and  allowing  it  to  stay  there 
for  three  days.  As  this  is  done  the  curer  presses 
against  the  roof  of  the  baby’s  mouth  to  raise 
the  depression.  If  not  successfully  treated  it  can 
lead  to  the  “drying  up”  and  death  of  the  infant. 
Normal  feeding  cannot  be  resumed  until  the 
fontanelle  has  been  raised  to  its  normal  position. 


B.  Empacho  is  an  infirmity  of  both  children 
and  adults  alike  which  occurs  when  food  par- 
ticles become  lodged  in  the  intestinal  tract  and 
cause  sharp  pains. 

To  treat  this  illness  the  person  lies  face  down 
on  a bed  with  his  back  bared.  The  attending 
curer  lifts  a piece  of  skin  from  the  waist  and 
pinches  it,  listening  for  a snap  from  the  abdom- 
inal region.  The  nature  of  the  illness  estab- 
lished, this  is  repeated  several  times  along  the 
spinal  column  in  hopes  of  unseating  the  offend- 
ing material. 

Preparations  of  herbs  such  as  chichipaste, 
cdscara  sagrada,  ajenjible  (ginger),  and  rhubarb 
as  well  as  drugs  like  desempacho  are  adminis- 
tered orally  to  penetrate,  soften  and  crumble 
the  chunk  of  food.  Empacho  is  generally  not  a 
serious  infirmity  and  is  well  enough  understood 
so  that  prayer  is  not  mandatory  in  the  curing 
process. 

Diseases  of  Emotional  Origin 

THE  mind-body  dualism  of  modern  medicine 
does  not  exist  in  traditional  medicine.  In- 
teractionism  is  a basic  premise  in  the  Mexican 
scheme  of  human  nature.  As  a result,  a great 
many  physical  diseases  are  traced  to  emotional 
origins  and  treated  psychosomatically. 

C.  Bilis  or  bile  is  a concept  brought  to  Mexico 
by  the  Spanish,  but  ultimately  of  Greek  origin.2 
Originally  it  was  based  on  the  ancient  belief 
that  the  body  was  composed  of  four  humors  or 
bile.  However,  few  contemporary  Mexicans  are 
certain  about  the  exact  number. 

This  belief  maintains  that  the  bile  must  re- 
main in  balance  for  a person  to  enjoy  good 
health.  Any  highly  emotional  experience  such 
as  anger,  fear,  and  so  forth  may  cause  the  bile 
to  become  upset  and  flow  into  the  blood  stream, 
giving  rise  to  a wide  variety  of  illnesses.  In  her 
study  of  Mexican-Americans  in  California, 
Clark  states:1 

The  term  “bilis“  is  not  always  used  to  indicate  a 
disease;  sometimes  it  means  simply  that  a person 
is  nervous  or  upset  about  something.  In  its  medical 
sense,  however,  bilis  is  a disorder  which  is  diag- 
nosed and  treated  like  any  other  illness.  Adults  are 
said  to  be  particularly  susceptible  to  it.  The  illness 
always  comes  on  after  a person  becomes  very 
angry,  especially  if  he  flies  into  an  uncontrollable 
rage.  A day  or  two  after  this  fit  of  anger,  the  at- 
tack occurs.  The  disorder  produces  symptoms  of 
acute  nervous  tension,  chronic  fatigue  and  malaise. 
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Bilis  is  ordinarily  treated  with  herbal  reme- 
dies such  as  negrita  and  souco  drunk  in  the  form 
of  teas.  Less  severe  cases  are  not  treated. 

D.  Susto  is  another  emotionally  caused  illness 
very  common  in  Mexico.  All  indications  suggest 
that  the  concept  is  Indian  rather  than  Spanish. 

Practically  any  disturbing  or  unstabilizing  ex- 
perience such  as  an  unexpected  fall,  a barking 
dog,  a car  accident,  and  so  forth  may  be  suffi- 
cient to  cause  susto  or  fright  sickness  if  part  of 
the  self  becomes  separated  from  the  body. 
In  describing  the  onset  of  susto  Mexican- 
Americans  in  Tucson  typically  say,  “sele  fue  la 
tripa”  ( his  intestine  left  him ) . In  south  Mexican 
Indian  groups  where  this  concept  exists  in  a 
more  aboriginal  context,  susto  is  attributed  to 
a spirit  loss.3 

In  the  early  stages  susto  is  usually  accompa- 
nied by  stomach-ache,  diarrhea,  high  tempera- 
ture, vomiting,  and  several  other  symptoms.  The 
person  loses  his  appetite  and  his  intestines  slow- 
ly desiccate  and  will  not  allow  food  to  pass 
through  them.  If  not  cured  in  the  early  stages 
he  suffers  long  continuous  periods  of  languor, 
listlessness,  and  loss  of  appetite. 

As  the  diseases  progresses  he  is  forced  to 
withdraw  from  active  participation  in  normal 
family  and  social  activities  and  remain  in  bed. 
Susto  is  sometimes  fatal. 

Traditional  curers  generally  resort  to  a com- 
bination of  herbal  and  magico-religious  devices 
to  treat  susto.  Among  Mexican-Americans  in 
Texas6  and  in  virtually  all  Mexican  Indian  and 
peasant  groups  the  practitioner  calls  the  spirit 
back  into  the  patient’s  body  to  affect  the  cure. 
In  Tucson  this  illness  is  treated  by  inserting  a 
piece  of  garlic  into  the  anus  on  nine  consecutive 
nights.  If  they  are  absorbed  and  disappear  it  is 
assumed  that  the  diagnosis  was  correct  and  that 
the  patient  was  really  suffering  from  susto.  Re- 
lief is  expected  only  after  the  ninth  night. 
This  treatment  is  often  accompanied  by  pray- 
ers and  burning  candles  before  the  images  of 
saints  either  in  the  home  or  in  church. 

Diseases  of  Magical  Origin 

E.  Mai  Ojo:  “evil  eye”  is  assumed  to  be  the 
magical  origin  of  many  illnesses,  especially 
those  of  children.  The  Tucson  belief  is  similar 
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to  that  of  other  Mexican- American1’ 6 and  Latin 
American  groups  and  is  undoubtedly  of  Spanish 
origin.2 

According  to  this  belief,  some  people  are  born 
with  vista  fuerte  ( strong  vision ) with  which  they 
unwittingly  harm  others  with  a mere  glance. 
One  of  every  set  of  twins  inevitably  possesses 
this  power.  The  glance  of  a pregnant  woman 
may  cause  an  infant  to  become  ill  with  fever  be- 
cause the  “heat  of  the  pregnancy”  damages  its 
tender  spirit. 

An  infant  with  mal  ojo  sleeps  restlessly,  cries 
for  no  apparent  reason,  vomits,  and  has  fever 
and  diarrhea.  Mal  ojo  can  be  fatal. 

F.  Daiio  or  witchcraft  plays  an  important  part 
in  traditional  Mexican  disease  concepts.  Those 
with  close  ties  to  Mexican  Indian  and  peasant 
culture  are  generally  credited  with  more  knowl- 
edge of  witchcraft  than  more  assimilated  Mexi- 
can-Americans.  Witches  are  described  as  people 
who  sell  their  souls  to  the  devil  in  return  for 
the  power  to  harm  others  magically. 

Mrs.  Lopez,  a conservative  Mexican-born 
woman  from  West  Tucson,  envisions  the  process 
of  becoming  a witch  as  follows: 

He  who  desires  to  become  a witch  must  leave 
his  home  at  midnight  and  go  to  the  top  of  the 
highest  mountain.  Upon  arriving  there  he  calls 
forth  to  the  devil  in  a loud  voice,  “Come  and  take 
me,  my  soul  is  yours.”  Three  tests  of  his  courage 
must  be  made  before  he  can  become  a witch.  First 
a lion  appears  which  springs  on  the  person  unex- 
pectedly. If  he  survives  the  first  ordeal  the  lion 
disappears.  The  devil  soon  returns  in  the  form  of 
a snake  which  wraps  itself  around  the  person’s 
body.  If  he  sustains  the  second  trial  the  snake  dis- 
appears, and  the  devil  returns  as  a tiger  to  carry 
out  the  third  and  final  test.  Surviving  all  three 
ordeals,  the  person  is  endowed  with  the  magical 
power  to  harm  others  and  becomes  a witch. 

Witchcraft  is  closely  bound  with  religion  in 
the  culture  of  conservative  Mexican-Americans. 
Images  and  statues  of  saints  such  as  San  An- 
tonio, San  Judas,  and  San  Bias  are  often 
wrapped  with  rags  or  papers  together  with  a 
photograph  of  the  victim  placed  face  down  in 
front  of  the  religious  object.  Heavy  weights  are 
frequently  placed  on  the  statue  in  order  to  force 
the  saint  to  grant  the  favor. 

After  lighting  candles  before  the  saint,  the 
witch  prays  that  the  saint  punish  the  person  in 
question  for  his  misdeeds.  These  ceremonies  are 
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inevitably  carried  out  in  the  privacy  of  the  home 
in  order  to  protct  the  identity  of  the  witch. 

RELIGIOUS  amulets  and  rituals  are  common- 
ly employed  as  counter-witchcraft  measures. 
Religious  medals  worn  around  the  neck,  hung 
in  cars,  and  so  forth  serve  as  protection  against 
evil.  A sign  of  the  cross  made  in  time  can  often 
save  one  from  the  dano  of  an  enemy. 

When  Mrs.  Lopez  was  certain  that  she  was 
about  to  be  poisoned  by  a magical  potion 
slipped  into  her  beer  by  an  enemy,  she  saved 
herself  by  making  a timely  sign  of  the  cross  un- 
der the  bottle. 

She  recommends  holy  water  surreptitiously 
removed  from  a Catholic  church  as  protection 
against  witchcraft.  A saint’s  image  turned  to 
face  the  home  of  a hostile  neighbor  is  adequate 
protection  from  malevolence  emanating  there- 
from. Houses  should  be  safeguarded  with  many 
images  and  statues  of  saints. 

Mexican-born  curanderos  frequently  compile 
catalogues  of  prayers  effective  in  warding  off 
(and  sending)  withcraft.  In  recent  years,  how- 
ever, these  have  become  increasingly  rare  in 
Tucson  because  of  the  opposition  of  the  Catho- 
lic church. 


THERE  are  many  forms  of  witchcraft  known 
to  Mexican-Americans.  One  very  common 
technique  is  that  of  torturing  effigy  figures 
made  to  look  like  the  victim. 

The  witch  sticks  pins  in  a doll  (Sp.  mono; 
monkey)  and  prays  to  a saint  that  the  person 
experience  a pain  in  the  correspoding  part  of 
his  body.  The  magic  is  especially  powerful  when 
a photograph  of  the  victim  is  placed  over  the 
doll’s  face,  and  it  is  secretly  hidden  near  the 
victim’s  house.  Every  Friday  noon  old  pins  are 
either  driven  in  further  or  replaced  by  new. 
If  the  victim  is  fortunate  enough  to  find  the 
doll,  removing  the  pins  will  counteract  the 
magic  and  cause  the  instantaneous  death  of  the 
witch. 

Mrs.  Gomez,  a conservative,  44-year-old  Mex- 
ican-American  mother  of  twelve  from  West  Tuc- 
son recalls: 


When  I was  a child  we  thought  that  my  half- 
brother  was  bewitched.  His  wife  was  very  domi- 
neering and  she  used  to  scold  him  all  the  time.  He 
was  so  afraid  of  her  that  he  would  deliver  his  pay- 
check  to  her  in  full.  He  did  whatever  she  wanted. 
My  mother  tried  to  find  a curer  for  him  but  was 
unsuccessful.  Then  one  day  a small  effigy  of  him 
v/as  found  on  top  of  the  house.  It  was  filled  with 
pins  and  everyone  was  sure  that  she  had  bewitched 
him  in  that  way.  The  pins  were  removed  immedi- 
ately and  soon  he  began  to  recover  his  health.  He 
later  divorced  her. 

Some  Mexican-Americans  believe  that  foreign 
objects  can  be  magically  introduced  into  a vic- 
tim’s stomach.  Worms,  snakes,  hair,  and  so  forth 
are  the  most  common  materials.  Diarrhea  and 
vomiting  are  the  principal  symptoms,  and  when 
the  body  produces  ambiguous  objects,  these  be- 
liefs are  strengthened. 

MANY  witches  transform  themselves  into  vari- 
ous types  of  animals  such  as  lizards,  snakes, 
wolves,  dogs  and  roosters  as  well  as  ghosts,  spir- 
its and  whirlwinds.  They  assault  their  enemies 
in  any  of  these  forms  by  night  when  their  fig- 
ure appears  ambiguous  to  their  victim.  The 
frightening  experience  of  encountering  a witch 
of  this  type  is  a principal  cause  of  susto.  This 
belief,  widespread  among  conservative  Mexican- 
Americans,  probably  originates  in  the  ancient 
Mexican  Indian  concept  of  nagualism,  the  belief 
that  witches  transform  themselves  into  a variety 
of  animal  forms. 2,4 

Other  witchaft  is  traced  to  a wide  variety  of 
magical  potions  which  are  referred  to  as  sal 
(salt).  Table  salt  taken  from  seven  houses  and 
then  unwittingly  blessed  by  a priest  forms  a 
very  powerful  magical  potion.  The  ground-up 
bones  of  people  who  expired  without  confessing 
their  sins  and  powdered  rattlesnake  skins  are 
others.  Those  desirous  of  acquiring  the  latter 
often  travel  to  Nogales,  Sonora  where  they  can 
be  bought  from  specialists. 

Witchcraft  curses  are  put  on  families  by  secrt- 
Iv  sprinkling  a potion  on  the  doorway  or  mak- 
ing a circle  around  the  house  so  that  contamina- 
tion will  occur  on  contact.  The  luck  of  a family 
so  affected  takes  a sudden  turn  for  the  worse. 

First,  the  economic  situation  becomes  critical 
and  their  money  no  longer  is  sufficient  to  satisfy 
their  needs.  The  family  begins  to  experience 
hunger  and  even  starvation.  The  husband  drinks 
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more  than  usual,  stays  away  from  home  for 
long  periods,  and  denies  responsibility  for  his 
family. 

THE  type  of  illness  that  results  depends  on 
where  the  magical  potion  touches  the  vic- 
tim’s body.  When  the  stomach  is  affected  a wide 
variety  of  intestinal  disorders  may  result.  When 
the  chest  is  contacted  tuberculosis  and  other 
pulmonary  disorders  ensue.  Magical  potions 
which  reach  the  head  cause  emotional  illness 
and  behavioral  disorders  of  all  types. 

Mrs.  Lopez  describes  her  sister’s  experience 
with  a magical  potion  as  follows: 

A few  years  ago  my  sister  became  very  ill  with 
convulsive  seizures  followed  by  long  periods  of 
lethargy.  She  was  sick  for  so  long  that  she  spent  all 
her  money  trying  to  cure  herself.  I always  believed 
that  her  husband  was  responsible  because  he 
tricked  her  into  marrying  him  by  giving  her  a love 
potion  in  a cigarette.  One  day  when  she  was  very 
ill  I found  a small  bottle  of  ground-up  human 
bones  under  her  pillow.  I threw  it  out  immediately 
and  accused  him  of  putting  it  there.  He  didn’t  even 
bother  to  deny  it. 

One  day  I went  there  to  treat  her  while  he  was 
out.  I made  the  sign  of  the  cross  and  prayed  while 
she  was  lying  in  bed.  Suddenly  she  turned  to  me 
and  asked,  ‘Josefina,  what  have  you  done?  I feel 
wonderful.’  I decided  to  cure  her  myself,  regardless 
of  her  husband.  I began  by  cleaning  her  head  with 
a towel.  Suddenly,  a great  abundance  of  yellow 
puss  came  out  of  several  deep  infectious  sores. 
Afterwards  I washed  her  entire  body  with  romero. 
Soon  she  began  to  feel  better  and  has  been  well 
ever  since.  Her  husband  has  diabetes  now.  God  is 
punishing  him  for  his  sins. 

Emotional  problems  and  behavioral  disorders 
such  as  chronic  alcoholism  are  generally  con- 
sidered the  result  of  this  sort  of  witchcraft.  Mrs. 
Gomez  is  maried  to  a man  who  has  become  an 
alcoholic  in  recent  years,  to  the  complete  ne- 
glect of  his  familial  duties  and  responsibilities. 
A bricklayer  by  trade,  he  now  works  infrequent- 
ly or  not  at  all.  The  $65  per  week  that  his  family 
receives  from  the  Pima  County  Welfare  De- 
partment is  its  sole  support. 

The  husband  does  anything  to  get  money  for 
drink,  even  selling  household  articles  such  as 
hammers,  kitchen  utensils,  flat  irons,  and  so 
forth.  One  time  he  even  intercepted  their  wel- 
fare check,  cashed  it,  and  spent  the  money  on 
liquor  with  no  consideration  for  his  family.  His 
wife  only  hopes  that  he  will  leave  the  house  per- 
manently so  that  she  will  at  least  be  assured  of 
receiving  the  welfare  support.  Although  her 
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husband  spends  an  occasional  night  at  the  home 
of  a married  son  who  lives  in  the  neighborhood, 
he  refuses  to  leave  home  permanently. 

Mrs.  Gomez  first  sought  the  miraculous  guid- 
ance and  favor  of  San  Francisco  at  the  San 
Xavier  mission  near  Tucson.  In  her  words: 


A few  years  ago  my  son  Mike  drove  me  to  the 
San  Xavier  mission  so  that  I could  pray  to  San 
Francisco.  I did  penance  by  walking  from  the  door 
of  the  church  to  the  statue  of  San  Francisco  on  my 
knees.  He  was  covered  with  religious  medals  and 
amulets  and  even  small  photographs  that  others 
who  had  sought  his  favor  had  placed  there.  First  I 
lifted  his  arm  very  slowly.  Its  lightness  I took  as  a 
sign  that  he  liked  me  and  would  concede  my  favor. 
I put  a large  white  candle  on  the  altar  and  lit  it. 
In  my  prayers  I begged  San  Francisco  to  intervene 
in  my  behalf  and  stop  my  husband  from  drinking 
so  that  he  might  once  again  think  of  his  family.  I 
even  promised  to  visit  him  every  month  for  the 
next  year,  which  I did.  But  San  Francisco  did  not 
answer  my  prayers  and  my  husband  kept  on  drink- 
ing. Now  I pray  to  the  Virgin  of  Guadalupe. 

Recently  Mrs.  Gomez  was  relating  her  tale  of 
woe  to  Mrs.  Lopez  who  lives  about  five  blocks 
away.  She  described  her  husband’s  drinking 
problem  in  great  detail  to  the  older  woman, 
tracing  its  origin  to  be  about  ten  years  ago 
when,  as  an  independent  contractor  of  some  af- 
fluence, he  spent  large  sums  of  money  on  the 
muchachos  in  Nogales,  Sonora. 

Upon  hearing  the  evidence  Mrs.  Lopez  imme- 
diately hypothesized  that  one  of  those  women 
had  put  salt  on  his  head  so  that  he  would  lose 
his  faculties  and  be  easily  separated  from  his 
money.  If  that  were  not  the  ease  it  then  might 
have  been  some  Tucson  enemy  who  spread  a 
ring  of  salt  around  the  Gomez  house  on  which 
the  victim  had  unwittingly  stepped. 

The  diagnosis  now  seemed  clear  to  both  wom- 
en. Mrs.  Gomez  prevailed  upon  her  friend  to 
“cure”  her  house  of  the  curse.  The  following 
Lriday  was  set  aside  for  the  ceremony. 

MRS.  LOPEZ  arrived  at  the  Gomez  home  at 
11  a. in.  on  the  appointed  day.  She  was  car- 
rying a specially  prepared  concoction  of  seven 
herbs:  ruda,  romero,  mirra,  laurel,  cascara  sa- 
grada,  berbena,  and  hoja  de  olivo  which  she  had 
bought  and  ground  into  fine  pieces  the  previous 
day. 

After  greeting  the  Gomez  family  warmly,  the 
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curandera  went  through  the  house  and  into  the 
yard.  She  began  to  build  a fire  in  the  open  wood 
stove  where  the  family’s  tortillas  are  made.  As 
the  flames  subsided  and  the  wood  turned  to  em- 
bers, she  put  several  on  an  iron  tortilla  maker 
and  went  into  the  house  and  stood  before  the 
large  crucifix  in  the  living  room. 

At  the  stroke  of  12:00  she  carefully  poured 
the  concoction  on  the  embers.  A pungent  frag- 
rance rapidly  spread  through  the  room.  Mrs. 
Lopez  and  Mrs.  Gomez  bowed  their  heads  side 
by  side  and  said  an  Our  Father  in  unison  and 
then  crossed  themselves. 

Mrs.  Lopez  then  proceeded  to  go  through 
the  whole  house  fumigating  it  with  the  magic 
potion  in  her  left  hand  and  passing  the  several 
branches  of  romero  in  her  right  hand  over  the 
walls.  During  this  ritual  she  repeated  the  fol- 
lowing encantation  several  times : 

Casa  cle  Jerusalem  donde  Jesucristo  entro, 
House  of  Jerusalem  where  Jesus  Christ 
first  appeared, 

el  mol  al  punto  salid, 

the  place  where  evil  was  vanquished, 

por  este  sahumerio, 
with  this  incense  burner, 

yo  pido  a Jesus  tambien 
I ask  Jesus  also 

que  el  mal  se  vaya  de  aqui 
that  He  send  evil  away 

y que  el  bien  venga  para  nosotros, 
and  bring  goodness  for  us  all, 

Amen. 

When  the  house  had  been  “cured”  completely 
in  every  room,  the  older  woman  sat  down  to 
talk  with  Mrs.  Gomez.  During  the  course  of 
their  conversation  she  suggested  that  every 
member  of  the  family  should  bathe  in  romero 
as  added  protection  against  the  curse.  Upon 
leaving  about  an  hour  later  she  reminded  Mrs. 
Gomez  to  light  a white  candle  of  La  Santisima 
to  ward  off  evil. 

Mr.  Gomez  did  not  drink  for  several  weeks 
thereafter,  causing  his  wife  to  hope  that  some 
positive  effect  had  been  achieved  from  the  cur- 


ing. After  about  a month  however,  he  resumed 
his  habits  as  usual  and  his  wife’s  aspirations 
were  again  destroyed.  She  is  now  considering 
a vow  of  penance  to  the  Virgin  of  Guadalupe. 


ONE  of  the  most  common  diagnostic  and  cura- 
tive techniques  used  in  both  Tucson  and 
Mexico2  is  called  limpiada  con  huevo  (cleaning 
with  an  egg).  In  October  1961  the  author  be- 
came the  patient  of  Mrs.  Martinez,  a Tucson 
curandera,  in  order  to  learn  more  about  this 
technique. 

The  curandera  was  an  elderly  monolingual 
woman  who  lived  in  a run-down  house  in  a 
poor  neighborhood  near  the  Freeway.  Her 
three-room  house  was  in  desperate  need  of  re- 
pair, and  without  lights,  hot  water,  heat  or  in- 
side toilet.  I was  taken  to  her  by  Mike  Gomez, 
an  elder  son  of  the  Gomez  family. 

The  afternoon  we  arrived  she  was  out  in  the 
yard  burning  trash.  She  was  friendly  to  Mike 
and  after  a few  introductory  remarks  invited 
us  into  the  house.  After  several  minutes  of  talk- 
ing with  Mike,  she  finally  turned  to  me  and 
asked  me  what  my  trouble  was. 

I complained  of  having  been  ill  recently  and 
having  lost  a great  deal  of  weight.  I casually 
mentioned  that  several  months  before  I had  had 
an  unfortunate  relationship  with  a woman  who 
was  probably  angry  because  I broke  it  off  with- 
out marrying  her.  I turned  to  the  old  woman 
and  asked  her  if  this  woman  could  not  be  at  the 
bottom  of  my  trouble. 

She  thought  for  several  minutes  without  giv- 
ing a definite  answer.  Finally  she  said,  “I  can 
only  promise  to  try  and  learn  the  truth.  You 
must  have  faith  in  me  and  what  I do  or  else  I 
cannot  help  you.” 


RS.  MARTINEZ  began  her  diagnosis  by 
asking  me  to  sit  on  the  stool  in  the  center 
of  the  floor.  Then  she  took  an  egg  out  of  a car- 
ton next  to  three  quart  canning  jars  half  filled 
with  water. 

Standing  directly  behind  me,  she  began  to 
pass  the  egg  over  my  head,  starting  at  the  hair- 
line and  rubbing  back  and  forth  over  the  crown, 
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down  my  neck,  back,  around  my  stomach  and 
chest,  and  up  to  my  chin. 

After  this  thorough  “cleaning”  she  took  the  egg 
over  to  the  table.  Slowly  she  prepared  a small 
jar  partly  filled  with  water  into  which  she  be- 
gan to  break  the  egg  very  carefully  so  as  not  to 
crack  the  yolk. 

As  the  shell  broke,  she  directed  the  white  into 
the  jar  of  water.  Having  separated  the  white 
from  the  yolk,  she  then  put  the  latter  in  an- 
other half  filled  jar  of  water. 

The  old  woman  then  took  some  of  the  water 
from  the  large*r  jars  and  put  it  into  the  jar  with 
the  egg  white,  nearly  filling  it.  As  the  amor- 
phous membrane  rose  and  sunk  aimlessly  in  the 
water,  the  curandera  studied  the  patterns  it 
formed.  After  several  minutes  of  careful  delibera- 
tion she  announced  that  I was  bewitched;  the  egg 
white  had  told  her  so.  But  she  did  not  know 
by  whom. 

Mrs.  Martinez  then  dumped  the  egg  yolk  into 
another  jar  and  filled  it  with  water  as  she  did 
the  first  time.  It  suddenly  broke  and  turned  the 
contents  of  the  jar  pale  yellow. 

THE  next  phase  of  the  divination  was  carried 
out  when  Mrs.  Martinez  concentrated  on 
each  of  the  water  jars  for  several  minutes  as  she 
ran  her  hands  across  the  top  of  each. 

Arriving  at  the  last  one  after  about  twenty 
minutes,  she  quite  suddenly  announced,  “I  see 
the  figure  of  a woman.  She  turned  to  me  and 
asked  if  I did  not  also  see  it.  I reassured  her 
that  I did. 

She  then  inserted  a 4-inch  stick  into  the  jar 
in  order  to  differentiate  the  body  parts  and  ap- 
pendages of  the  floating  mass.  “Its  a woman 
wtih  long  hair,  here  are  her  arms,  legs,  and 
head,”  she  added. 

When  I pressed  her  for  a positive  identifica- 
tion she  only  became  evasive  and  said  she  did 
not  know  the  woman  in  question.  All  she  would 
say  was  that  I was  definitely  bewitched  by  a 
woman. 

“Can  you  cure  me?”  I queried.  She  reassured 
me  that  she  could  if  I returned  and  allowed  her 
to  treat  me  on  several  occasions  until  she  had 
entirely  removed  the  disease. 

I returned  several  times  thereafter  and  was 
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cleaned  with  an  egg  on  each  occasion. 

The  most  important  factor  in  this  sort  of  cur- 
ing is  the  patient’s  faith  in  the  curandera. 

She  opened  a drawer  in  the  table  where  she 
was  seated  and  took  out  a small  box  that  con- 
tained several  photographs  of  people  each 
wrapped  in  a small  white  napkin  or  tissue. 

“I  can  cure  people  with  just  their  picture,” 
she  boasted.  “If  they  live  out  of  town  it’s  not 
necessary  that  they  come  in  person.” 

LL  of  her  patients  appeared  to  be  Mexican- 
Amerieans.  Some  were  from  Glendale,  others 
were  from  Nogales  and  other  towns  in  Southern 
Arizona.  The  old  lady  pointed  with  pride  to 
several  letters  from  her  patients,  living  testi- 
monials of  their  faith  in  her.  A small,  well-worn 
account  book  recorded  each  one’s  name  and  bal- 
ance of  payments.  Two-five,  ten  and  even  twenty 
dollars  were  common  figures.  Her  practice  was 
small  but  provided  a steady  income  to  supple- 
ment her  welfare  payments. 

STUDY 

This  study  attempts  to  measure  the  degree  of 
adherence  to  the  three  types  of  traditional  dis- 
ease concepts  of  250  Mexican-American  fami- 
lies in  Tucson,  Arizona.  This  group  was  chosen 
as  a representative  sample  of  the  city’s  more 
than  6,700  Spanish-name  families  reported  in 
the  last  census.9 

A combination  of  area  and  cluster  sampling 
was  used  in  selecting  the  sample.  First,  percent- 
ages of  the  total  Spanish-name  population  in  the 
city  living  in  each  census  tract  were  computed.9 
Secondly,  sampling  quotas  were  established  for 
each  tract  based  on  these  percentages.  For  ex- 
ample, if  10  per  cent  of  the  total  Spanish-name 
population  lived  in  a given  census  tract,  the 
same  proportion  of  the  sample  was  selected 
from  there. 

Households  were  selected  for  the  sample  in 
the  following  manner.  First,  a given  tract’s  quo- 
ta of  city  blocks  was  chosen  from  the  census 
map  of  the  city  using  a table  of  random  num- 
bers. Secondly,  all  Spanish-name  households 
were  listed  on  each  block.  Thirdly,  a specific 
household  was  selected  for  interview  from  the 
table  of  random  numbers. 

The  40-minute  interview  covered  the  follow- 
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ing  sociocultural  information:  length  of  resi- 
dence, family  composition,  ethnic  origin  of 
spouses,  income,  language,  material  culture,  liv- 
ing conditions,  cultural  preferences,  and 
strength  of  belief  in  traditional  disease  con- 
cepts.  Interviews  of  heads  of  households  were 
conducted  in  either  Spanish  or  English  and  data 
were  recorded  on  a 10-page  questionnaire. 

Belief  in  traditional  disease  concepts  was 
graded  into  five  mutually  exclusive  categories: 
(Fig.  1) 

A.  Family  member  has  had  the  disease 

B.  Believe  in  it 

C.  Doubtful  as  to  its  existence 

D.  Do  not  believe  in  it 

E.  Never  heard  of  it 

FIG.  1 


Frequency  of  Belief  in 
Traditional  Disease  Concepts* 


CATEGORIES 

A. 

B. 

C. 

D. 

E. 

Caida  de  la  mollera 

83 

60 

39 

59 

9 

250 

Empacho 

108 

56 

26 

52 

8 

250 

Bilis 

45 

97 

44 

49 

15 

250 

Susto 

44 

95 

57 

43 

11 

250 

Mai  Ojo 

9 

62 

39 

126 

14 

250 

Dano 

6 

49 

38 

139 

18 

250 

TOTAL  ANSWERS 

295 

419 

243 

468 

75 

1500 

The  total  number  of  informants  denying  be- 
lief in  each  disease  concept  was  computed  by 
adding  the  first  two  columns.  The  number  of 
strong  believers  was  found  by  totaling  the  last 
two  columns  (Fig.  2).  Strength  of  belief  in 
each  type  of  disease  concept  was  then  calcula- 
ted (Fig.  3). 

FIG.  2 

Strength  of  Belief  in 
Traditional  Disease  Concepts 


Strong  Belief 

Doubtful 

No  Belief 

Caida  de  la  mollera 

143 

39 

68 

Empacho 

164 

26 

60 

Bilis 

142 

44 

64 

Susto 

139 

57 

54 

Mai  Ojo 

71 

39 

140 

Dano 

55 

38 

157 

“See  NOTES,  No.  4,  page  102. 


FIG.  3 

Strength  of  Belief  in 
Traditional  Disease  Concepts  by  Type 

Strong  Belief  Doubtful  No  Belief 
307  (62%)  65  (12%)  128  (26%) 

281  (56%)  101  (20%)  118  (24%) 

126  (25%)  77  (15%)  297  (60%) 

DISCUSSION 

Tucson’s  Mexican-American  population  enter- 
tains traditional  and  modern  medical  concepts 
simultaneously.  Many  traditional  beliefs  and 
practices  survive  and  function  in  spite  of 
the  apparent  availability  of  modern  medicine. 
Generally  speaking,  as  new  insights  into  the 
underlying  causes  of  illness  are  acquired,  the 
assimilative  integration8  of  traditional  and  mod- 
ern medicine  takes  place  in  Mexican-American 
culture.  In  this  process  of  change  the  latter 
tends  to  replace  the  former  in  predictable  and 
uniform  patterns  of  change  determined  by  the 
over  all  similarities  and  differences  of  the  origi- 
nal systems. 


TRADITIONAL  and  modern  concepts  of  or- 
ganic disease  are  predicated  on  vaguely  sim- 
ilar conceptions  of  human  physiology.  In  the 
former  little  more  is  known  about  the  human 
organism  than  the  names  of  some  of  the  most 
important  organs  while  even  less  is  understood 
about  their  respective  functions. 

By  contrast,  modern  medicine  is  rich  in  knowl- 
edge of  the  human  body.  Nevertheless,  enough 
correspondence  exists  so  that  Mexican-Ameri- 
cans  frequently  make  transferences  between  the 
two  conceptual  schemes.  It  is  possible  that  for 
this  reason  62  per  cent  of  the  sample  retain 
strong  belief  in  diseases  of  dislocation  of  inter- 
nal organs,  presuming  that  these  illnesses  existed 
and  that  in  some  cases  the  informants  or  mem- 
bers of  their  families  had  suffered  from  them. 

Caida  de  la  mollera  was  quite  accurately 


Diseases  of 

Dislocation 

Emotional 

Diseases 

Magical 

Diseases 
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equated  with  dehydration  by  many  informants, 
while  empaeho  was  thought  of  as  another  term 
for  constipation,  upset  stomach,  indigestion,  and 
other  minor  stomach  disorders.  Twelve  per  cent 
of  the  informants  were  doubtful  about  the  exis- 
tence of  diseases  of  dislocation  of  internal  or- 
gans. Twenty-six  per  cent  denied  belief  and 
even  knowledge  of  them,  professing  to  have  en- 
tirely assimilated  their  modern  counterparts. 

Psychic  and  emotional  illnesses  exist  in  both 
traditional  and  modern  medicine,  but  are  prob- 
ably more  prevalent  in  the  former  system  for 
which  the  classic  mind-body  dualism  of  Western 
culture  has  never  existed. 

Fifty-six  per  cent  of  the  sample  expressed 
strong  belief  in  bilis  and  susto.  In  drawing  paral- 
lels with  modern  concepts,  bilis  or  bile  attacks 
were  frequently  equated  to  upset  stomach,  gall 
bladder,  jaundice,  ulcers,  nervousness,  and  in- 
testinal trouble  in  general.  Susto  on  the  other 
hand  is  often  thought  of  as  the  same  as  shock 
or  severe  nervousness. 


CONSERVATIVE  Mexican-American  wom- 
an traced  the  “nervous”  condition  for  which 
she  became  a patient  in  the  State  Hospital  in 
Phoenix  to  a susto  which  she  sustained  several 
months  before  upon  learning  of  her  son’s  death 
in  an  auto  accident. 

Twenty  per  cent  of  the  informants  were 
doubtful  as  to  the  existence  of  these  traditional 
diseases.  Twenty-four  per  cent  denied  belief  but 
almost  all  admitted  to  having  heard  of  them. 

Belief  in  magically-caused  illness  has  declined 
significantly  in  Tucson’s  Mexican-American 
population.  Traditional  magico-religious  disease 
concepts  have  few  counterparts  in  modern  med- 
icine and  tend  to  be  replaced  by  rational  ex- 
planations in  Mexican-American  culture. 

One  probable  reason  for  this  is  that  the  rural 
peasant  variety  of  north  Mexican  Catholicism  in 
which  myriad  diseases  are  interpreted  as  either 
punishment  of  God,  acts  of  the  devil,  or  witch- 
craft is  being  assimilated  by  the  more  formal 
urban  American  version  of  that  religion  which 
has  modified  and  abandoned  many  of  these 
medieval  beliefs. 

The  inevitable  consequence  of  the  decline  of 
these  supernatural  disease  concepts  in  Mexican- 
American  culture  is  the  deterioration  of  the 
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traditional  system  of  social  control  in  which  the 
threat  of  illness  plays  a central  role  in  exacting 
conformity  to  social  norms. 


TWENTY-FIVE  per  cent  of  the  informants 
expressed  strong  belief  in  magical  diseases 
nevertheless.  Fifteen  even  believed  that  they  or 
members  of  their  families  had  been  bewitched 
in  the  past. 

One  woman  described  how  her  sister  had 
died  of  mal  ojo.  Another  was  convinced  that  a 
relative’s  schizophrenia  was  ultimately  traceable 
to  witchcraft. 

Fifteen  per  cent  of  the  group  was  very  doubt- 
ful about  the  existence  of  magical  diseases.  Six- 
ty per  cent  denied  these  beliefs,  stating  that  they 
were  superstitions  contrary  to  Catholic  doctrine 
to  which  only  the  older  generations  adhered. 
Many  expressed  the  opinion  that  no  good 
Catholic  could  accept  the  possibility  of  witch- 
craft. Another  concluded,  “I  don’t  believe  that 
God  would  let  witchcraft  happen.” 

When  ill,  Mexican-Americans  oscillate  be- 
tween traditional  and  modern  cures  according 
to  the  relative  strength  of  their  faith  in  either 
system.  Members  of  the  older  generation  who 
are  still  closely  bound  to  Mexican  ways  often 
have  the  strongest  faith  in  traditional  medicine. 
At  times  of  sickness  they  chose  the  curing  sys- 
tem with  which  they  have  had  the  most  experi- 
ence and  are  the  most  familiar.  They  consult 
the  person  in  whom  they  have  the  most  faith, 
speaks  their  language,  puts  them  at  ease  and  is 
most  qualified  in  their  terms.  A knowledgeable 
relative  or  neighbor  is  suffice  in  some  cases, 
while  a curandero  or  Gypsy  fortune  teller  fills 
the  need  in  other  instances. 


CURANDEROS  usually  pass  considerable 
time  socializing  with  their  patients  as  a 
regular  part  of  the  treatment  session.  Many  of 
these  relationships  in  which  sufferers  receive 
solace  and  reassurance  undoubtedly  have  con- 
siderable psychotherapeutic  value. 

The  experience  of  consulting  a traditional 
healer  as  a rule  is  more  satisfying  for  conserva- 
tive Mexican-Americans  and  certainly  costs  less 
than  the  mechanistic  treatment  of  a hurried. 
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often  unsympathetic  Anglo-American  physician, 
regardless  of  the  latter’s  superior  profesisonal 
skills.  When  modern  cures  are  sought,  Mexican- 
American  or  even  Mexican  pharmacists  and 
physicians  are  generally  preferred  because  their 
cultural  background  better  allows  them  to  in- 
terpret traditional  disease  concepts  into  modern 
diagnostic  terminology.  Many  Mexican-Ameri- 
cans  regularly  travel  to  Nogales,  Sonora  for 
medical  consultation  for  this  reason. 

Conservative  Mexican-Americans  by  and 
large  remain  skeptical  of  the  ability  of  Anglo- 
American  physicians  to  understand  and  treat 
traditional  diseases.  Many  draw  a dichotomy 
between  traditional  and  modern  diseases,  logic- 
ally concluding  that  each  class  of  illness  can 
only  be  treated  successfully  by  practitioners  of 
that  respective  class. 

Doctors  treat  “natural”  illnesses  while  only 
curanderos  possess  the  knowledge  to  attend 
sufferers  of  traditional  illnesses.  Prolonged  ill- 
ness the  etiology  of  which  is  traced  to  witchcraft 
(dano)  must  necessarily  be  brought  to  the  at- 
tention of  curanderos  for  modern  medicine  is 
of  little  value  in  treating  such  cases. 


MRS.  LOPEZ  remembers  a man  who  went  to 
the  hospital  with  a disease  that  the  doctors 
could  neither  diagnose  or  treat.  After  leaving, 
the  man  came  to  her  for  help.  She  judged  him 
to  be  bewitched,  and  after  receiving  treatment 
from  her  for  several  months  he  made  a slow 
recovery. 

She  also  tells  of  a young  woman  who  spent 
several  years  in  a sanatorium  suffering  from 
what  was  falsely  thought  to  be  tuberculosis. 
It  was  really  witchcraft,  however,  that  had  made 
her  ill.  In  spite  of  all  their  attempts,  the  doctors 
were  powerless  to  help  her  and  the  girl  died. 

Mrs.  Lopez  believes  that  curanderos  under- 
stand much  which  is  still  unknown  to  modern 
medicine.  In  her  opinion: 

These  American  doctors  who  waste  so  many 
years  in  school  studying  would  do  better  to  spend 
their  time  learning  traditional  medicine.  . . . they 
could  cure  so  many  more  people.  What  fools! 

Mrs.  Perez,  a monolingual  Mexican-born 
nurse’s  aide  at  a local  Catholic  hospital,  learned 
curing  in  her  native  country  and  maintains  ba- 
sically traditional  beliefs  in  spite  of  her  daily 
contact  with  modern  medicine.  Like  other  con- 


servative Mexican-Americans,  she  believes  that 
doctors  are  unable  to  treat  traditional  illnesses, 
especially  those  of  magical  origin. 

When  patients  of  her  ethnic  group  suffer 
from  these  afflictions  she  often  quietly  informs 
them  of  her  diagnosis  and  recommends  that 
they  see  a curandero  after  leaving  the  hospital. 
Far  from  abandoning  Mexican  beliefs,  she  still 
carries  on  a curing  practice  at  home. 

Transitional  Mexican-Americans  have  gener- 
ally adopted  more  modern  medical  concepts 
than  the  aforementioned  group.  Although  they 
continue  to  perceive  illness  in  traditional  terms 
they  submit  to  modern  medical  attention  more 
readily.  The  two  systems  are  more  closely  as- 
similated in  the  culture  of  this  group. 

Diseases  of  dislocation  and  emotional  diseases 
often  elicit  modern  counterparts.  Belief  in  magi- 
cal diseases  has  declined  significantly  and  be- 
come doubtful  at  best.  This  group  oscillates 
freely  betwen  traditional  and  modern  cures,  as 
the  behavior  of  Mrs.  Gomez  in  a recent  illness 
verifies.  She  describes  the  origin  and  treatment 
of  her  ailment  as  follows: 

One  day  some  boys  were  fighting  out  in  front 
of  the  house.  I went  out  to  stop  them  and  all  of  a 
sudden  they  came  into  the  yard.  I told  them  to 
stop  fighting  and  go  home.  One  of  them  hit  me  on 
the  jaw  and  I fell  backwards,  struck  my  head  on 
the  pavement,  and  lied  there  unconscious  for  sev- 
eral minutes.  Someone  called  an  ambulance  and  I 
went  to  the  hospital. 

I had  a violent  pain  in  the  stomach,  felt  very 
tired,  and  couldn’t  walk  far.  The  doctors  told  me 
that  I had  suffered  shock  and  developed  pneumonia 
as  a result.  They  gave  me  11  shots  in  24  hours. 

After  I was  released  from  the  hospital  and  came 
home,  an  old  woman  in  the  neighborhood  told  me 
I had  susto  and  that  I should  cure  myself  by  put- 
ting pieces  of  garlic  in  my  rectum  for  nine  nights. 
I was  skeptical  but  after  the  ninth  night  I began 
to  feel  better.  It  took  both  treatments  to  make  me 
well:  the  shots  to  cure  the  shock  and  pneumonia, 
and  the  garlic  for  the  susto. 

Once  recovered,  I made  a vow  of  penance  to 
Our  Lord  to  wear  a religious  habit  every  day  until 
it  was  completely  worn  out. 

Highly-assimilated  Mexican-Americans  have 
adopted  most  modern  medical  concepts  and 
maintain  only  weak  belief  in  traditional  medi- 
cine. The  former  system  is  rapidly  replacing  the 
latter,  as  this  group  seeks  modern  medical  treat- 
ment for  an  ever  greater  number  of  illnesses. 

DISEASES  of  dislocation  and  emotional  dis- 
eases have  ample  modern  equivalents  and 
are  sometimes  denied  entirely.  Modern  disease 
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classifications  are  widely  preferred  to  tradition- 
al terminology,  although  the  latter  is  well 
known  to  practicaly  all  members  of  this  group. 
In  spite  of  their  strong  belief  in  modern  medi- 
cine, highly-assimilated  Mexican-Americans  not 
infrequently  revert  to  traditional  curing  if  the 
former  system  fails  to  produce  the  desired  re- 
sult. 


CONCLUSIONS 

1.  Most  of  Tucson’s  Mexican-Americans  ad- 
here to  both  traditional  and  modern  medical 
concepts  simultaneously.  The  former  medi- 
cal system  is  slowly  being  assimilated  into 
and  replaced  by  the  latter.  The  three  phases 
in  this  process  of  culture  change  are  repre- 
sented by  a conservative  group  of  about  25 
per  cent  of  Tucson’s  total  Mexican- Ameri- 
can  population,  a transitional  group  of  ap- 
proximately 50  per  cent,  and  a highly-as- 
similated group  composed  of  the  remaining 
25  per  cent. 

2.  In  the  conservative  group,  belief  in  the  three 
major  types  of  traditional  illnesses,  diseases 
of  dislocation,  emotional  diseases,  and  magi- 
cal diseases,  is  strongest. 

3.  In  the  transitional  group,  belief  in  diseases 
of  dislocation  and  emotional  diseases  re- 
main important  but  sometimes  become 
doubtful;  modern  equivalents  are  frequent- 
ly sought.  Belief  in  the  existence  of  magi- 
cal diseases  declines  significantly  and  either 
becomes  doubtful  or  is  entirely  denied. 

4.  Diseases  of  dislocation  and  emotional  dis- 
eases are  generally  known  to  the  highly-as- 
similated group,  but  belief  in  them  is  weak 
or  non-existent.  Belief  in  the  existence  of 
magical  diseases  is  denied  as  contrary  to 
Catholic  doctrine. 

5.  In  the  process  of  cultural  assimilation,  faith 
in  the  magico-religious  belief  system  of  tra- 
ditional medicine  is  gradually  weakened  by 
the  empirical  premises  of  modern  medicine 
as  more  information  about  the  latter  system 
becomes  available.  As  a result,  Mexican- 
Americans  oscillate  between  traditional  and 
modern  cures  according  to  their  relative 
faith  in  either  system. 
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6.  Conservative  Mexican-Americans  have 
greater  faith  in  herbal  remedies  and  curan- 
deros  than  in  their  modern  counterparts. 
Members  of  this  group  are  usualy  skeptical 
of  modern  medicine’s  efficaciousness  in 
dealing  with  traditional  diseases,  especially 
those  considered  to  be  of  magical  origin. 
Anglo-American  practitioners  of  all  types  — 
healers  of  both  physical  ailments  and  emo- 
tional problems  alike  — are  approached  with 
apprehension  and  uncertainty.  Modern  med- 
icine is  sought  in  many  cases  only  after 
other  means  have  failed. 

7.  The  faith  of  transitional  Mexican-Americans 
is  usually  more  evenly  divided  between  tra- 
ditional and  modern  medicine.  Members  of 
this  group  oscillate  between  the  two  sys- 
tems and  perceive  many  of  their  illnesses 
in  both  terminologies  simultaneously.  In 
many  cases  they  consult  curanderos  and 
doctors  alternatively,  and  attribute  success 
to  the  one  with  which  relief  is  most  closely 
associated. 

8.  Highly-assimilated  Mexican-Americans  have 

adopted  most  modern  medical  concepts  and 
maintain  only  weak  faith  in  traditional  med- 
icine. Their  preference  for  modern  medicine 
is  clearly  predominant.  Nevertheless,  when 
relief  is  not  forthcoming  from  scientific 
treatment,  they  not  infrequently  revert  to 
herbal  remedies  and  curanderos. 


NOTES 

1.  This  research  was  carried  out  by  the  Department 
of  Psychology  of  the  University  of  Arizona  in  col- 
laboration with  the  Southern  Arizona  Mental  Health 
Center  on  Grant  OM-544  of  the  National  Institute 
of  Mental  Health,  Dr.  Arnold  Meadow,  director. 
The  author  would  like  to  thank  Dr.  Robert  Shearer, 
Director  of  the  Center;  Dr.  Roland  G.  Tharp,  Dr. 
Edward  Dozier  and  Dr.  Robert  Hackenburg  of  The 
University  of  Arizona;  and  Mrs.  Marianne  Dozier 
for  their  helpful  criticisms  and  suggestions. 


The  author,  a cultural  anthropologist,  has  carried 
out  previous  studies  with  Mexican-Americans  in 
Tucson  and  with  Mexican  Mestizo  and  Indian 
groups  in  the  states  of  Durango,  Oaxaca,  Chiapas, 
and  Mexico  City,  Mexico. 

In  1956-57  he  studied  at  the  National  School  of 
Anthropolgy  and  History  in  Mexico  City  as  an  ex- 
change student. 

In  1959,  1960  and  1961  he  carried  out  a study  of 
the  Mexican  government’s  attempts  to  introduce 
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modern  medicine  to  the  Tzotzil  (Maya)  Indians  of 
the  highlands  of  the  State  of  Chiapas.  This  work, 
entitled  “Highland  Maya  Native  Medicine:  A Study 
of  Culture  Change,”  will  soon  be  published  by  the 
National  Indian  Institute  of  Mexico. 

In  March  1963  he  left  Arizona  and  returned  to 
Mexico  City  as  a visiting  professor  of  anthropology 
at  the  National  School  of  Anthropology  and  History 
on  Pan  American  Union  Project  104  for  training 
Latin  American  students  in  the  applied  social  sci- 
ences. 

With  Dr.  Raymond  H.  Thompson,  associate  pro- 
fessor of  anthropolgy  at  The  University  of  Arizona, 
he  was  awarded  a 2-year  National  Science  Founda- 
tion grant  to  continue  his  studies  of  Maya  culture 
in  Mexico,  Guatemala,  and  Honduras,  to  which  he 
will  devote  his  efforts  after  February  1964. 

3.  One  aspect  of  the  Department  of  Psychology’s 
research  at  the  Southern  Arizona  Mental  Health 
Center  is  involved  in  trying  to  better  understand 
how  traditional  medical  beliefs  affect  the  psycho- 
pathology and  psychotherapy  of  Mexican-Ameri- 
cans,  and  to  evolve  more  effective  treatment  proce- 
dures. 

4.  These  data  were  originally  reported  and  analyzed 
in  Tharp,  Roland  G.,  William  R.  Holland,  and 
Arnold  Meadow,  “Differential  Change  in  Folk-Dis- 
ease Concepts,”  ms.  in  preparation. 
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Ages  of  Southwestern  Rocks  Are  Established 

||  NIVERSITY  of  Arizona  geochemical  dating  research  has  established  signifi- 
L cant  ages  of  Southwestern  volcanic  rocks  and  ore  deposits  through  the  use 
of  potassium-argon  and  other  dating  methods.  The  research,  under  the  direction 
of  Dr.  Paul  E.  Damon,  professor  of  geology  and  geochronolgy,  is  concerned 
with  reconstruction  in  Arizona  and  neighboring  states  of  the  earth’s  origin  and 
history. 

“Potassium-argon  dating  of  volcanic  rocks  from  the  Roskruge  Mountain-Avra 
Valley-Tucson  Mountain  complex,”  Damon  said,  “shows  this  area  came  in  to 
being  about  74  million  years  ago.  This  was  just  before  the  dinosaurs  began  to 
die  out.” 

Dr.  Damon  said  that  dating  of  rocks  from  Tucson’s  “A”  Mountain  shows  they 
have  been  tilted  subsequent  to  13  million  years  ago,  and  that  the  Santa  Catalina 
Mountains  appeared  not  more  than  30  million  years  ago.  “Dating  work  on  gran- 
ite samples  from  north  of  the  great  fault,”  he  added,  “places  the  Oracle,  Arizona 
area  appearance  at  more  than  1,400  million  years  ago.” 

Dr.  Damon  said  that  the  Tucson  area  dates  and  findings  established  from 
various  Southwestern  and  Mexican  rock  samples  are  being  linked  with  research 
from  other  groups.  “From  this  cooperative  work,”  he  said,  “strong  evidence  is 
emerging  that  an  1,100  million  year  old  mountain  range  belted  the  continent 
from  Ontario,  to  Oaxaca,  Mexico.” 

The  research  has  been  conducted  since  1957  by  The  University  of  Arizona 
Geochronolgy  Laboratories  with  the  aid  of  the  Atomic  Energy  Commission,  Na- 
tional Science  Foundation,  and  Research  Corporation  supporting  funds. 
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Anesthesia  for  Minor  Surgery 

In  the  Office  or 
Outpatient  Department 

P.  C.  Lund,  M.D. 


This  article  is  a must  for  anyone  using  anesthesia  in  the  office  on  an 
||  outpatient  basis.  The  medico-legal  aspects  can  be  far  reaching  because 
II  office  and  outpatient  anesthesia  has  been  literally  spelled  out. 


THE  generally  accepted  methods  of  managing 
particular  problems  or  situations  in  the  prac- 
tice of  medicine  tend  to  run  in  cycles  much  in 
the  same  manner  as  do  styles  in  women’s  clothes. 

Several  decades  ago  many  minor  surgical  pro- 
cedures were  performed  in  the  surgeon’s  office 
that  are  now  being  carried  out  in  the  hospital. 
This  practice  was  considered  perfectly  satisfac- 
tory and  the  over-all  results  were  fairly  good. 

The  age  of  specialization  changed  many  as- 
pects of  the  practice  of  medicine.  Numerous 
new  anesthetic  agents  were  developed  and  com- 
plicated machines  and  other  equipment  for  ad- 
ministering them  became  commonplace  in  the 
hospitals.  This  phase  was  followed  by  a tenden- 
cy to  have  as  many  anesthetics  as  possible  ad- 
ministered in  the  hospitals. 

During  the  past  few  years,  despite  the  oppo- 
sition of  the  anesthesiologists  in  general,  the 
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Professor  of  Anesthesiology,  the  University  of  Pittsburgh  School 
of  Medicine. 


trend  is  again  toward  more  and  more  minor  sur- 
gical procedures  being  performed  in  the  sur- 
geon’s office  or  the  hospital  outpatient  depart- 
ment. Therefore  it  behooves  us  to  evaluate  the 
situation. 

Some  of  the  reasons  for  this  trend  are  the 
crowded  conditions  of  the  hospitals  and  the 
increase  in  hospital  costs.  The  recent  improve- 
ments in  medical  educational  facilities  mean 
that  every  intern  or  resident  is  able  to  learn  at 
least  the  fundamentals  of  anesthesia.  There  is 
also  now  available  an  adequate  supply  of  safe, 
simple,  relatively  inexpensive  anesthesia  and  re- 
suscitation equipment  which  is  especially  con- 
venient for  office  and  outpatient  anesthesia. 
Many  new  anesthetic  agents  or  technics  have 
also  been  developed  during  the  past  10  years 
or  so  that  are  particularly  suitable  for  ambula- 
tory patients. 

In  view  of  the  foregoing  I will  reluctantly 
have  to  agree  with  Vandam1  that  most  gradu- 
ates of  our  medical  schools  can  safely  adminis- 
ter certain  anesthetics  in  their  offices  if  they 
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are  willing  to  acquaint  themselves  with  the 
principles  involved  and  have  available  the  nec- 
essary equipment.  The  following  aspects  of  of- 
fice and  outpatient  anesthesia  will  be  discussed: 

A.  General  considerations. 

B.  Standard  equipment. 

C.  Preoperative  considerations  and  prepara- 

tion of  the  patient. 

D.  Choice  of  anesthesia. 

E.  Complications  and  their  management. 

A.  General  Considerations. 

There  is  no  doubt  that  in  most  cases  the  tech- 
nical aspect  of  administering  anesthesia  in  an 
office  or  outpatient  department  to  an  ambula- 
tory patient  for  a minor  surgical  procedure  of- 
fers no  particular  difficulty  or  problem.  The 
pharmacologic  actions  of  the  anesthetic  agents 
employed  are  precise  and  predictable;  thus  the 
results  are  satisfactory  in  most  instances. 

It  should,  however,  be  considered  that  all  an- 
esthetic agents  are  potentially  hazardous  and 
that  it  is  impossible  to  completely  eliminate  all 
complications.  It  is  imperative  to  realize  that 
the  old  axiom  which  states  that  the  skill  and 
knowledge  of  the  anesthetist  is  more  important 
than  the  agent  or  method  employed  only  ap- 
plies if  adequate  equipment  for  administration 
as  well  as  management  of  all  possible  complica- 
tions is  available. 

B.  Standard  Equipment. 

This  is  probably  the  most  important  factor  in 
the  consideration  of  anesthesia  for  ambulatory 
patients.  I have  no  doubt  that  the  lack  of  even 
the  most  essential  items  of  resuscitative  equip- 
ment has  been  responsible  for  the  general  con- 
demnation of  office  or  out-patient  anesthesia 
and  for  the  popular  opinion  that  it  is  just  bad 
medicine.  We  probably  each  know  of  an  in- 
stance or  two  in  which  a catastrophe  occurred 
for  this  reason. 

We  must  also  realize  that  the  minimal  stand- 
ard resuscitative  equipment  is  essentially  the 
same  regardless  of  the  type  of  anesthesia  em- 
ployed. For  example,  vomiting  with  or  without 
tracheobronchial  aspiration  can  follow  local 
anesthesia  as  well  as  inhalation  or  intravenous 
anesthesia.  And  cardiac  asystole  or  respiratory 


arrest  can  also  follow  regional  anesthesia. 
Therefore,  the  minimal  resuscitative  equipment 
required  in  an  office  or  outpatient  department 
approaches  the  minimal  hospital  operating  room 
requirements. 

This  minimal  requirement  consists  of: 

1.  Adequate  means  for  sterilization  of  needles, 
syringes  and  the  local  anesthesia  agents. 

2.  A recovery  room  or  at  least  a stretcher  or 
couch  on  which  the  patient  can  recline  for 
one  hour  or  longer  as  required. 

3.  Adequate  trained  help  such  as  an  office 
nurse  or  aide. 

4.  Resuscitative  equipment  and  facilities.  The 
absolute  minimal  requirements  are: 

a.  A self  expanding  rubber  bag  attached  to  a 
mask  such  as  the  Ambu-resuscitator  il- 
lustrated in  Figure  No.  1;  a bag  and  mask 
complete  with  a reducing  needle  valve 
attached  to  an  oxygen  tank  with  which  it 
is  possible  to  administer  oxygen  under 
positive  pressure;  or  best  of  all  a small 
portable  anesthesia  machine. 

b.  Airways  of  all  types  and  sizes  such  as  oral, 
nasal,  and  endotracheal  tubes. 

c.  A suction  apparatus  complete  with  tubes 
and  metal  tips  that  must  be  powerful 
enough  to  clear  an  airway  of  secretions 
or  vomitus,  or  both. 

d.  Laryngoscopes  of  various  sizes  suitable  for 
all  age  groups.  It  is  of  prime  importance 
that  the  surgeon  be  proficient  at  utilizing 
this  equipment  because  frequently  the  in- 
sertion of  an  endotracheal  tube  followed 
by  aspiration  with  a catheter  is  the  only 
method  by  which  aspirated  material  can 
be  removed  from  the  tracheo-bronchial 
tree. 

e.  Various  intravenous  vasoconstrictor  agents 
and  other  stimulants  such  as  neo-syne- 
phrine,  ephedrine  epinephrine,  vasoxyl, 
and  barbiturates  suitable  for  intravenous 
administration  such  as  pentothal,  surital 
or  nembutal  and  so  forth  should  be  avail- 
able for  immediate  injection.  It  is  prob- 
ably desirable  to  have  other  milder  agents 
such  as  “smelling  salts”  available  for  the 
treatment  of  syncope  or  primary  hypoten- 
sion. 

The  foregoing  minimal  requirements  that  are 
necessary  for  the  safety  and  welfare  of  the  pa- 
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tients  are  also  important  to  the  surgeon  from  a 
medico-legal  standpoint.  In  the  event  of  a com- 
plication followed  by  a catastrophe,  the  attend- 
ing surgeon  can  conceivably  be  exposed  to  a 
suit  in  malpractice  if  any  neglect  can  be  shown. 

It  is  very  difficult  to  defend  successfully  such 
a suit  in  malpractice  if  the  prosecution  can 
prove  beyond  a shadow  of  a doubt  that  the 
commonly  accepted  standard  adequate  means 
of  resuscitation  or  treatment  was  not  available 
or  was  not  in  satisfactory  working  order. 


Fig.  1 Ambu- 
resuscitator 


C.  Preparation  of  the  Patient  and 
Preoperative  Considerations. 

The  current  literature  indicates  disagreement 
regarding  the  preoperative  medication  of  the 
ambulatory  patient  for  minor  surgery. 2,3,4 

In  some  centers  in  England,  for  example, 
these  patients  are  evaluated  in  an  outpatient 
clinic  by  the  anesthesiologists  several  days  in 
advance  of  the  scheduled  surgery.  Complete 
histories,  physicals  and  the  usual  laboratory 
studies  are  carried  out  by  staff  surgeons.  The 
patients  then  arrive  in  the  outpatient  depart- 
ment several  hours  before  surgery.  They  re- 
ceive preoperative  medication,  usually  in  small- 
er amounts  than  in-patients.  They  are  anes- 
thetized in  the  usual  manner  with  minimal 
amounts  of  various  anesthetic  agents  during  the 
surgical  intervention  and  are  then  kept  in  a re- 
covery room  until  able  to  return  to  their  homes 
with  the  aid  of  an  escort.  This  is  probably  the 
ideal  method  of  managing  outpatient  surgery. 

Some  authorities1  feel  that  extensive  preoper- 
ative workups  and  evaluations  are  in  most  in- 
stances unnecessary  and  have  very  little  effect 
on  the  choice  of  anesthesia  for  a minor  office  or 
outpatient  surgical  procedure. 

In  a majority  of  instances  I have  to  agree  with 
this  point  of  view.  I do  however  think  that  the 
ambulatory  surgical  patients  should  be  managed 
in  a manner  similar  to  the  hospitalized  surgical 
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patient,  which  means  that  the  following  proce- 
dures should  be  carried  out:  the  signing  of  a 
consent  form;  a complete  history  and  physical 
with  at  least  the  most  essential  laboratory  proce- 
dures; the  withholding  of  all  solid  foods  and 
fluids  at  least  6-8  hours  before  surgery;  and 
pre-medication  according  to  specific  needs. 

This  routine  also  aplies  to  local  or  regional 
anesthesia  because  a toxic  reaction  to  the  anes- 
thetic agent  may  induce  vomiting  and  inade- 
quate analgesia  may  require  supplementation 
with  an  inhalation  or  intravenous  anesthetic 
agent. 

It  is  generally  accepted  that  ambulatory  pa- 
tients should  receive  less  preoperative  medica- 
tion than  in-patients  in  order  to  hasten  recovery 
from  anesthesia  and  decrease  the  incidence  of 
post-anesthetic  depression.  Atropine  is  prefer- 
able to  scopolamine  because  the  latter  agent 
produces  a high  incidence  of  amnesia  that  is 
frequently  followed  by  confusion.  Demerol  is 
probably  preferable  to  the  organic  opiates  such 
as  morphine  or  pantopon  because  of  its  shorter 
duration  of  action.  Demerol  also  produces  less 
depression  of  the  central  nervous  system. 

The  short-acting  barbiturates  such  as  nembu- 
tal or  seconal  should  be  omitted  in  all  cases 
except  perhaps  before  local  or  regional  anes- 
thesia in  which  large  doses  of  local  anesthetic 
agents  will  be  required. 

An  ataraxic  agent  such  as  phenergan  is  pref- 
erable to  the  barbiturates  before  intravenous  or 
inhalation  anesthesia  because  of  its  mild  seda- 
tive effect  and  antihistamine  action  with  a min- 
imum of  side  effects. 

. In  summary  then  our  choice  of  preoperative 
medication  for  the  average  ambulatory  patient 
is  phenergan  25-50  mgs.  la/2-2  hours  preopera- 
tively,  Demerol  25-50  mgs.  with  atropine  grs. 
1/200-1/150  one  hour  preoperatively.  If  there 
is  insufficient  time  for  the  intramuscular  pre- 
operative medications  to  be  effective,  one-half 
of  the  foregoing  recommended  dose  is  admin- 
istered intravenously.  In  such  instances  the  oral 
medication  is  omitted. 

It  is  well  known  that  most  opiates  cause  pyl- 
orospasm.  Therefore  the  oral  medication  must 
be  administered  at  least  one  hour  before  these 
drugs  if  they  are  to  be  effective. 

The  amount  of  preoperative  medication  re- 
quired varies  with  the  anesthetic  agent  utilized. 
For  example,  before  a potent  agent  such  as 
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fluothane,  atropine  is  the  only  preoperative 
medication  required.  A weak  agent  such  as  ni- 
trous oxide  requires  the  maximum  amounts  of 
ataraxics,  opiates  and  belladonna  derivatives 
compatable  with  the  ambulatory  status.  In  re- 
gional anesthesia  for  patients  in  whom  it  is  im- 
portant to  illicit  paresthesias,  such  as  when  per- 
forming a brachial  plexus  block,  very  little  pre- 
operative sedation  should  be  given. 

Since  it  is  desirable  to  utilize  only  minimal 
amounts  of  preoperative  medication  for  ambu- 
latory patients,  the  timing  of  administration  is 
important.  Intravenously  administered  drugs  re- 
quire at  least  15  minutes,  intramuscularly  ad- 
ministered agents  at  least  45  minutes,  and  sub- 
cutaneously administered  agents  at  least  60  min- 
utes to  reach  their  maximum  effective  action. 

From  the  foregoing  it  becomes  apparent  that 
office  or  out-patient  surgical  patients  should,  if 
possible,  be  scheduled  and  prepared  in  advance 
as  is  customarily  done  with  the  hospitalized  pa- 
tients. 

D.  Choice  of  Anesthesia. 

This  is  a controversial  phase  that  cannot  be 
answered  directly.  The  choice  of  anesthesia  for 
ambulatory  patients  depends  on  factors  such 
as  the  operative  procedure,  the  anesthetic  equip- 
ment available,  the  ability  of  the  surgeon  or 
anesthetist,  the  desires  of  the  patient,  the  space 
available  for  recovery  and  so  forth.  The  ordi- 
nary methods  of  anesthesia  such  as  local,  re- 
gional, intravenous  and  inhalation  are  all  suit- 
able for  office  or  outpatient  anesthesia  when 
indicated. 

The  number  of  anesthetic  agents  administered 
simultaneously  should  be  kept  at  an  absolute 
minimum  in  an  effort  to  insure  simplicity  and 
predictability  of  results.  The  selection  of  the  an- 
esthetic agents  should  be  limited  to  those  with 
a wide  margin  of  safety  and  to  those  that  are 
rapidly  detoxified  or  eliminated  or  both. 

The  ideal  anesthetic  for  office  anesthesia  par- 
ticularly would  be  one  that  produces  analgesia 
(loss  of  pain  perception)  without  loss  of  con- 
sciousness which  may  lead  to  problems  involv- 
ing the  respiratory,  circulatory  and  nervous  sys- 
tems. Unfortunately  however,  analgesia  alone 
is  neither  desirable  nor  suitable  for  all  ambu- 
latory patients. 

Generally  when  loss  of  consciousness  is  re- 


quired there  is  a tendency  to  favor  inhalation 
rather  than  intravenous  agents  because  the  for- 
mer volatile  agents  usually  have  a shorter  re- 
covery period.  As  a general  rule  only  those 
agents  that  can  be  administered  with  a minimum 
of  equipment  and  have  short  induction  as  well 
as  recovery  periods  are  suitable  for  ambulatory 
patients. 

Local  and  Regional  Anesthesia. 

The  various  types  of  local  and  regional  anes- 
thesia have  numerous  advantages  that  are  par- 
ticularly apparent  in  office  anesthesia.  It  is  the 
safest  method  of  anesthetizing  patients  who 
have  eaten  recently  because  the  incidence  of 
vomiting  with  tracheo-bronchial  aspiration  is 
very  low.  The  patient  is  conscious  throughout 
the  operative  procedure  and  is  therefore  able 
to  cooperate  with  the  surgeon.  The  patient 
should  be  able  to  leave  the  office  unassisted 
after  a short  waiting  period.  A minimum  of 
equipment  and  technical  help  is  required. 

Regional  or  local  anesthesia  does  not  produce 
any  amnesia,  and  the  incidence  of  anesthetic 
emergencies  is  much  lower  than  with  other 
methods.  Most  regional  block  procedures  can 
be  performed  safely  in  the  office  for  minor 
surgical  procedures.5  It  is  contraindicated  in  the 
very  young,  in  malingerers,  in  hysterical  pa- 
tients, and  in  the  presence  of  septicemia. 

Moore’s  book  “Regional  Anesthesia”  is  recom- 
mended reading  for  anyone  who  contemplates 
performing  regional  anesthesia. 

Only  antiseptics  that  do  not  stain  clothing 
should  be  used.  The  patient  should  be  recum- 
bent during  the  injection  of  the  local  anesthetic 
agent  to  decrease  the  incidence  of  syncope  and 
cardiovascular  collapse. 

Hyaluronidase,  which  allows  anesthetic  solu- 
tions to  spread  in  the  tissue  by  inactivating  the 
hyaluronic  acid,  is  not  a substitute  for  anatom- 
ical knowledge  in  regional  anesthesia.  It  reduces 
the  duration  of  analgesia  and  increases  the  in- 
cidence of  toxic  reactions. 

There  are  excellent  local  anesthetic  agents 
available  today  such  as  procaine,  pontocaine, 
xylocaine,  carbocaine  and  chloroprocaine.  These 
local  agents  which  are  widely  used  have  pre- 
dictable effects  and  are  for  this  reason  ideal  for 
office  anesthesia  for  minor  surgical  procedures. 

The  following  principles  should  be  observed 
to  render  these  anesthetic  agents  as  safe  as  pos- 
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sible  and  to  reduce  the  number  of  complica- 
tions: 

1.  Employ  the  weakest  effective  solution 
that  will  accomplish  the  desired  effect. 

2.  Terminate  the  injection  at  the  slightest 
sign  of  an  overdose. 

3.  Observe  the  patient  carefully  at  all  times 
and  be  properly  prepared  to  treat  com- 
plications. 

The  maximum  dose  of  local  anesthetic  agent 
administered  for  a specific  surgical  procedure 
varies  with  agent,  operation,  age  and  physical 
status  of  the  patient.  Figure  No.  2 illustrates 
the  names,  uses,  concentrations  and  dosages  of 
the  currently  popular  local  anesthetic  agents. 

Sensitivity  to  one  cocaine  derivative  is  no  in- 
dication of  sensitivity  to  other  cocaine  deriva- 
tives. It  is  probably  a good  rule  to  test  for  sen- 
sitivity to  the  local  anesthetic  agents  before 
performing  local  blocks. 

Vasoconstrictor  agents  such  as  epinephrine  are 
added  to  most  local  anesthetic  agents  to  de- 
crease their  rate  of  absorption  and  to  prolong 
the  duration  of  effective  analgesia.  These 
agents,  epinephrine  in  particular,  may  be  re- 
sponsible for  many  of  the  reactions  that  are 
mistakenly  blamed  on  the  local  anesthetic  agent 
such  as  dizziness,  sweating  and  pallor.  For  this 
reason,  the  concentration  of  epinephrine  in  the 
local  anesthetic  solution  should  not  exceed 
1:200,000.  Some  authorities  recommend  that 
epinephrine  be  omitted  from  local  anesthesia 
for  office  procedures,  but  I think  that  this  can 
only  be  justified  when  utilizing  agents  that  have 
a very  low  toxicity  due  to  rapid  detoxification 
such  as  chloroprocaine  or  agents  that  have  an 
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inherent  vasoconstrictor  action  such  as  carbo- 
caine. 

The  most  serious  hazards  such  as  convul- 
sions or  severe  central  nervous  system  depres- 
sion, that  are  likely  to  be  encountered  in  local 
or  regional  anesthesia  are  due  to  the  produc- 
tion of  excessively  high  blood  levels  of  the  local 
anesthetic  agent.  This  high  blood  level  is  caused 
by  one  or  more  of  the  following: 

1.  Intravascular  injection  of  the  local  anes- 
thetic agent. 

2.  Injection  into  very  vascular  regions. 

3.  Defects  in  the  detoxification  mechanism 
of  the  patient. 

4.  The  administration  of  excessive  doses  or 
too  rapid  administration  of  the  anesthetic 
agent. 

It  is  also  possible  to  encounter  a toxic  reac- 
tion secondary  to  sensitivity  to  the  drug  em- 
ployed, but  this  occurs  in  less  than  two  per  cent 
of  the  toxic  reactions.5 

There  is  probably  no  indication  for  spinal 
anesthesia  in  ambulatory  patients.  Caudal  anes- 
thesia similarly  would  very  rarely  be  indicated, 
but  epidural  analgesia  has  a few  indications 
particularly  in  outpatient  anesthesia  rather  than 
office  anesthesia.6,7 

It  is  possible  to  limit  the  duration  of  epidural 
analgesia  to  45  or  50  minutes  when  it  is  in- 
duced with  chloroprocaine.  Recovery  from  epi- 
dural anesthesia  is  usually  free  of  any  after- 
effects or  side  reactions;  thus  this  form  of  anes- 
thesia is  excellent  for  diagnostic  procedures 
such  as  cystoscopies  and  other  minor  genitour- 
inary operations.  It  is  possible  to  produce  seg- 
mental analgesia  with  small  amounts  of  local 
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anesthetic  agents,  which  is  ideal  for  outpatient 
surgery  or  therapeutic  and  diagnostic  nerve 
blocks. 

Topical  Anesthesia 

Various  endoscopic  procedures  such  as  laryn- 
goscopy and  cystoscopy  can  be  carried  out  sat- 
isfactorily on  ambulatory  patients  by  topical 
anesthetization  of  the  mucous  membranes  with 
such  agents  as  cocaine,  pontocaine  and  xylo- 
caine  as  illustrated  in  Figure  No.  2. 

The  incidence  of  reactions  following  topical 
anesthesia  is  rather  high  because  blood  levels 
may  be  reached  that  equal  those  following  in- 
travascular injection  of  the  same  agent.  Primary 
myocardial  depression  therefore  is  probably  the 
most  common  cause  of  the  sudden  collapse  dur- 
ing this  procedure. 

Atropine  should  be  administered  to  decrease 
salivary  secretions  which  interfere  with  topical 
anesthesia.  The  barbiturates  are  also  indicated 
because  they  tend  to  decrease  the  incidence  of 
toxic  reactions  due  to  the  rapid  absorption  of 
the  local  anesthetic  agent. 

Topical  anesthesia  is  induced  by  spraying  or 
atomization  of  the  anesthetic  solution,  applica- 
tion of  soaked  cotton  pledgets,  application  of 
anesthetic  ointments  or  gargling  with  anesthetic 
solutions.  There  is  danger  of  overdosage  with 
each  of  these  methods  except  possibly  with  an- 
esthetic ointments.  The  sprayer  or  atomizer 
should  have  a calibrated  reservoir  in  order  that 
the  quantity  of  drug  administered  can  be  ac- 
curately determined.  An  efficient  atomizer 
should  supply  droplets  ranging  in  size  from  30- 
100  microns  in  diameter  according  to  Vandam.1 

Inhalation  Anesthesia 

The  popular  inhalation  anesthesia  agents  are 
either  gases  such  as  nitrous  oxide  or  the  vapors 
of  volatile  liquid  agents  such  as  vinethene,  ethyl 
chloride,  ether,  chloroform  or  fluothane.  The  in- 
herent safety  in  inhalation  anesthesia  is  based 
on  the  fact  that  the  induction  and  depth  of  an- 
esthesia is  determined  by  more  or  less  normal 
respiratory  activity. 

Nitrous  oxide  is  a pleasant,  nonexplosive,  low 
potency  anesthetic  agent  with  a short  recovery 
period  that  has  practically  no  side  effects  and  is 
therefore  an  ideal  agent  for  many  minor  outpa- 


tient surgical  procedures.  But  it  requires  an 
anesthetic  machine,  which  precludes  extensive 
utilization  in  the  surgeon’s  office.  Nitrous  oxide 
is  however  an  excellent  induction  agent  for  the 
various  volatile  anesthetic  agents. 

The  volatile  anesthetic  liquids  are  more  prac- 
tical for  office  anesthesia  since  no  special  equip- 
ment other  than  a gauze-covered  wire  mesh 
mask  is  required.  Anesthesia  is  induced  and 
maintained  by  an  open  drop  technic  which  is 
not  very  difficult  to  perfect. 

The  induction  period  is  however  rather  un- 
pleasant for  the  patient  and  recovery  is  in  most 
instances  followed  by  at  least  minimal  nausea 
and  vomiting  or  both.  Fluothane  is  probably 
the  agent  in  this  group  that  causes  the  least  dis- 
comfort. The  duration  of  the  recovery  period 
varies  directly  with  the  depth  or  duration  or 
both  of  the  anesthesia. 

These  volatile  inhalation  drugs  are  all  po- 
tent anesthetic  agents  that  are  capable  of  pro- 
ducing deep  surgical  anesthesia  which  may  be 
accompanied  by  various  respiratory  or  circula- 
tory complications  as  well  as  prolonged  recov- 
ery. Therefore  these  agents  must  be  adminis- 
tered with  great  care  to  the  ambulatory  patient. 

Trichlorethylene  or  trilene  is  a pleasant, 
sweet-smelling,  nonexplosive  volatile  anesthetic 
agent  of  low  potency  which  can  be  self-admin- 
istered with  simple  inexpensive  equipment  that 
is  easy  to  operate,  such  as  the  Cvprane  Inhalor 
illustrated  in  Figure  No.  4. 

Trilene  is  an  excelent  analgesia  agent  that  is 
only  able  to  produce  light  surgical  planes  of 
anesthesia.  Therefore  it  is  particularly  useful 
for  office  or  outpatient  surgical  procedures  such 
as  changing  painful  dressings,  lancing  of  boils 
and  for  diagnostic  procedures  such  as  cysto- 
scopy. 

A minimum  of  preoperative  medication  is  re- 
quired for  trilene  anesthesia  and  the  incidence 
of  postoperative  nausea  is  low.  During  trilene 
anesthesia  a patient  may  respond  in  a sluggish 
manner  to  commands  but  still  have  no  recollec- 
tion of,  for  example,  an  abscess  being  incised. 
Various  cardiac  irregularties  may  appear  when 
trilene  anesthesia  enters  the  surgical  planes. 
Trilene  forms  phosgene  and  other  toxic  gases 
in  the  presence  of  soda-lime;  therefore  the  CO2 
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absorber  must  be  shut  off  or  removed  whenever 
this  agent  is  administered  with  an  ordinary  an- 
esthesia machine. 

Fluothane  (Halothane) 

Fluothane  is  a potent,  nonexplosive  volatile 
anesthetic  agent  possessing  many  properties  that 
are  ideal  for  ambulatory  patients8  such  as  a 
smooth,  pleasant,  rapid  induction  without  an 
excitement  period;  suppression  of  the  laryngo- 
tracheal reflexes;  absence  of  secretions;  readily 
controllable  depth  of  anesthesia;  and  a rapid 
return  to  normalcy  with  rational  behavior  ac- 
companied by  a very  low  incidence  of  nausea 
or  vomiting,  particularly  if  the  light  planes  of 
anesthesia  are  maintained.  Fluothane  may  well 
obviate  many  of  the  problems  and  complica- 
tions encountered  in  outpatient  or  office  anes- 
thesia. However,  it  has  some  real  drawbacks 
of  its  own. 

It  is  an  extremely  potent  agent  that  requires 
great  care  and  skill  on  the  part  of  the  anesthesi- 
ologist if  complications  such  as  hypotension  and 
cardiac  irregularities  are  to  be  avoided.  It  is 
very  expensive.  And  although  it  can  be  admin- 
istered by  an  open  drop  technic,  fluothane  must 
be  vaporized  by  high  flows  of  oxygen  and  ni- 
trous oxide  through  a special  vaporizer  such  as 
the  fluotec  to  obtain  the  foregoing  results.  (See 
Fig.  5) 

Since  most  office  surgical  procedures  are 
completed  in  a few  minutes  and  little  if  any  re- 
laxation is  required,  the  surgical  procedure  may 
be  started  as  soon  as  the  eyelash  reflex  has  dis- 
appeared. Following  such  procedures  the  pa- 
tient is  in  most  instances  able  to  ambulate  nor- 
mally a few  minutes  after  completion  of  the 
surgery. 


Intravenous  Anesthesia 

Numerous  intravenous  anesthetic  agents  are 
available  but  only  two  are  used  extensively: 
pentothal  sodium  and  surital  sodium.  Intra- 
venous injection  of  an  anesthetic  agent  is  the 
most  direct  and  therefore  the  fastest  method  of 
inducing  anesthesia.  The  intravenous  route  is 
also  the  most  hazardous  because  once  a drug 
has  been  injected  it  cannot  be  withdrawn  but 
must  be  detoxified  or  eliminated  by  one  of  the 
organs  of  the  body  such  as  the  kidney  or  re- 
ticuloendothelial system. 

Pentothal  sodium  is  a thiobarbiturate  that  is 
commonly  considered  ultra-short  acting.  This 
agent  which  has  a very  rapid  and  pleasant  in- 
duction phase  is  usually  administered  in  a 2% 
per  cent  solution  by  the  intermittent  injection 
technic.  Pentothal  induces  little  analgesia  be- 
cause it  does  not  block  afferent  pain  stimuli  nor 
does  it  produce  any  appreciable  muscular  relax- 
ation except  in  excessive  doses. 

There  is  no  other  anesthetic  agent  that  is  as 
popular  with  patients.  It  is  a useful  agent  for 
short  procedures  particularly  if  the  surgical  in- 
tervention is  timed  to  coincide  with  the  maxi- 
mum blood  concentration  of  the  drug  in  the 
brain. 

The  main  shortcomings  of  pentothal  sodium 
for  anesthesia  in  ambulatory  patients  are  a ten- 
dency to  the  production  of  laryngospasm  or  ad- 
duction of  the  vocal  cords;  movements  of  the 
patient  caused  by  painful  stimuli,  except  in  very 
deep  anesthesia;  and  the  recovery  rate  is  un- 
predictable and  frequently  accompanied  by  am- 
nesia, somnolence  and  a “hangover”. 

Pentothal  is  detoxified  at  a rate  of  15  per  cent 
of  the  blood  content  per  hour  while  the  remain- 
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tier  of  the  drug  is  stored  in  various  adipose  tis- 
sues which  accounts  for  the  prolonged  recovery 
period  that  is  frequently  encountered  following 
anesthesia  induced  with  the  thiobarbiturates. 

Pentothal  sodium  is  contraindicated  in  ambu- 
latory patients  with  full  stomachs  or  in  those 
with  chronic  chest  conditions  that  produce  ex- 
cessive tracheobronchial  secretions.  Premedica- 
tion with  large  doses  of  atropine  is  essential  be- 
fore intravenous  anesthesia. 

There  is  no  doubt  that  the  most  pleasant 
method  to  be  anesthetized  is  with  an  agent 
such  as  pentothal.  But  it  is  also  extremely  haz- 
ardous unless  administered  by  an  anesthesiolo- 
gist who  is  prepared  to  deal  successfully  with 
a severe  laryngospasm,  respiratory  depression 
and  tracheobronchial  obstruction  or  both. 
Many  patients  have  died  in  outpatient  depart- 
ments and  in  doctor’s  offices  following  the  ad- 
ministration of  a “little  pentothal  anesthesia 
for  minor  surgical  procedures.  Most  of  these 
deaths  were  of  course  due  to  inadequate  resus- 
citation or  various  errors  in  technic. 

E.  Anesthetic  Complications  and  Their 
Management. 

This  is  probably  the  most  important  aspect 
of  anesthesia  for  the  ambulatory  patient.  Re- 
gardless of  how  easy  it  may  seem  to  anesthetize 
patients,  nearly  all  anesthetic  agents  are  potent 
substances  following  administration  of  which 
various  complications  or  untoward  reactions  may 
occur  regardless  of  who  administers  the  anesthe- 
tic. It  is  therefore  essential  for  the  surgeon  or 
anesthetist  to  know  what  untoward  reaction  may 
occur  with  each  agent  or  method,  and  he  must 
be  capable  of  managing  it  successfully.  The 
complications  that  occur  most  frequently  may 
be  classified  as  follows: 

1.  Respiratory  — Depression  to  failure. 

2.  Circulatory  — Depression  to  failure  or  ar- 
rest. This  may  be  peripheral  vascular  or 
central  cardiac  in  origin. 

3.  Central  nervous  system  — Stimulation, 
depression  to  failure. 

4.  Various  allergic  manifestations. 

Any  or  all  or  a combination  of  the  foregoing 
complications  may  produce  nausea,  or  vomiting 
and  general  malaise.  In  addition,  unusual  com- 
plications may  occur  that  in  most  instances  are 
primarily  related  to  the  general  medical  condi- 


tion of  the  patient  and  secondarily  to  the  anes- 
thetic agent.  Examples  are  coronary  occlusion 
following  hypotension  in  a patient  with  arterio- 
sclerotic heart  disease;  a cerebrovascular  acci- 
dent in  a hypertensive  patient;  and  cardiac  ar- 
rest in  a patient  with  auricular  fibrillation  or  in 
an  extremely  apprehensive  patient  who  has  been 
inadequately  medicated. 

The  treatment  or  management  of  these  vari- 
ous complications  is  practically  identical  regard- 
less of  the  anesthetic  agent  or  method  utilized. 
Thus  they  will  be  dealt  with  by  the  particular 
system  involved  rather  than  by  the  type  of  an- 
esthesia utilized. 

Special  emphasis  will  be  placed  upon  the 
complications  that  may  occur  when  utilizing  lo- 
cal or  regional  anesthesia  not  only  because  it 
is  the  most  commonly  employed  anesthetic  for 
ambulatory  patients  but  also  because  many  ap- 
pear unaware  of  the  hazards  involved. 

Respiratory  System 

Respiratory  depression  is  managed  by  increas- 
ing the  oxygen  tension  in  the  inhaled  atmos- 
phere, decreasing  the  concentration  of  the  an- 
esthetic agent  if  possible,  and  assisting  the  res- 
piratory activity  if  necessary. 

Respiratory  obstruction  is  managed  as  above 
with  the  addition  of  the  establishment  of  a clear 
airway  that  will  necessitate  elevation  of  the 
mandible  or  the  insertion  of  an  oropharyngeal 
or  nasopharyngeal  airway  if  the  obstruction  is 
caused  by  the  soft  tissues  of  the  mouth  or  phar- 
ynx. Any  foreign  material  or  secretions  must  be 
removed  by  suctioning. 

After  a clear  airway  has  been  established  ar- 
tificial respiration  is  applied  if  necessary.  This 
is  generally  carried  out  by  one  of  the  following 
methods: 

( a ) Mouth  to  mouth  breathing.  The  physician 
expands  the  patient’s  lungs  by  exhaling  into  his 
mouth  and  nose  while  holding  the  head  extend- 
ed and  the  jaw  forward.  A breathing  tube  such 
as  a resuscitube  may  also  be  used  for  this  pur- 
pose. Figure  No.  7.  ( previous  page ) 

(b)  Manual  pressure  on  the  breathing  bag  of 
an  anesthesia  machine. 

(c)  Manual  pressure  on  the  bag  of  a resuscita- 
tor  such  as  the  “Ambu”  referred  to  earlier,  or 
by  utilizing  the  face  mask  and  bag  attached  to 
an  oxygen  cylinder  by  means  of  a reducing 
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valve  etc.  The  latter  methods  are  of  course  much 
more  efficient  than  the  mouth  to  mouth  method. 

In  the  presence  of  laryngospasm  an  attempt 
is  made  to  force  oxygen  past  the  vocal  cords  by 
one  of  the  foregoing  methods.  If  unsuccessful 
an  endotracheal  tube  must  be  inserted  immedi- 
ately with  or  without  the  previous  administra- 
tion of  succinylcholine,  the  short-acting  muscle 
relaxant  that  is  capable  of  relaxing  the  muscles 
of  the  larynx  in  60-90  seconds.  Endotracheal  in- 
tubation must  be  followed  by  controlled  respir- 
ations with  oxygen  until  the  patient  has  resumed 
spontaneous  respiratory  activity. 

If  the  respiratory  obstruction  is  present  at  the 
level  of  the  glottis,  immediate  tracheotomy  is  in- 
dicated or  a large  bore  needle  must  be  inserted 
in  the  cricothyroid  ligament  through  which  air 
can  be  injected  and  removed  with  a large 
syringe. 

Respiratory  failure  is  managed  with  one  of 
the  respirators,  manual  pressure  on  the  breath- 
ing bag  of  an  anesthesia  machine,  or  mouth  to 
mouth  breathing  as  soon  as  a clear  airway  has 
been  established. 

The  administration  of  various  analeptics  such 
as  coramine  or  pierotoxin  is  contraindicated  in 
most  instances  because  they  increase  the  me- 
tabolism and  consequent  oxygen  demand  of  the 
body  but  do  not  hasten  the  detoxification  of  the 
offending  drug  nor  do  they  improve  the  airway. 

A respiratory  stimulant  such  as  coramine  in 
5-10  cc.  doses  may  be  administered  intravenous- 
ly after  adequate  oxygenation  of  the  patient 
has  been  assured. 

Circulatory  System 

Circulatory  depression  may  be  managed  by 
posture  (such  as  elevation  of  the  legs  or  lower- 
ing of  the  head),  the  administration  of  a small 
dose  of  a vasopressor  agent  such  as  neo  syne- 
phrine,  ephedrine  or  aramine.  Figure  No.  8 il- 
lustrates the  common  sympathomimetic  amines, 
suggested  doses  and  routes  of  administration. 
The  oxygen  tension  in  the  inhaled  atmosphere 
should  also  be  increased  immediately.  Syncope 
or  primary  hypotension  is  managed  with  lower- 
ing of  the  head,  administration  of  oxygen,  and 
also  mild  stimulants  occasionally. 

Circulatory  Failure 

Peripheral  vascular  failure  is  managed  as 
above  with  adequate  doses  of  vasopressors,  oxy- 
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VASOPRESSOR  DRUGS 


Drug 

Dosage  (mgs.) 

Continuous 

Intra- 

Intra- 

Infusion 

venous 

muscular 

mgs./lOOO  ccs. 

Epinephrine* 

Ephedrine 

15 

20-50 

Neo-synephrine 

0. 2-0.5 

2-5 

20  mgs. 

Methedrine 

5-10 

10-20 

Wyamine 

15-30 

20-80 

300  mgs. 

Aramine 

0.5-1 

2-10 

50-200 

Levophed 

4 cc  (ampule) 

Vasoxyl 

5-10 

10-20 

120  mgs. 

0 Should  not  be  employed  as  a vasopressor  but  given 
intra-cardiac  for  cardiac  arrest. 

gen  and  posture.  Surgery  is  interrupted  and  an 
intravenous  infusion  started  if  available. 

Cardiac  asystole  or  ventricular  fibrillation 
should  be  managed  by  the  closed  chest  method 
of  manual  systole  illustrated  in  Figure  No.  9. 
Intermittent  pressure  is  applied  over  the  lower 
portion  of  the  sternum  utilizing  both  hands  in 
such  a manner  that  the  heart  is  compressed  be- 
tween the  vertebral  column  and  the  sternum. 
This  maneuver  produces  artificial  systole  and 
when  correctly  applied  a peripheral  pulse 
should  become  detectable. 

Artificial  ventilation  is  carried  on  simultane- 
ously in  the  same  manner  as  for  respiratory  fail- 
ure. 


I think  that  the  consensus  now  is  that  the 
closed  chest  is  more  effective  and  less  hazard- 
ous than  the  previously  recommended  open 
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chest  cardiac  massage.  Epinephrine  should  be 
injected  intracardiac  or  intravenously  or  both 
and  other  vasopressor  agents  such  as  neo  syne- 
phrine  and  ephedrine  may  also  be  effective. 

Following  successful  cardiac  resuscitation  the 
circulatory  system  will  probably  require  further 
support  such  as  rapid  digitalization,  vasopres- 
sors and  increased  fluid  volume.  The  patient 
should  be  transferred  to  a hospital  for  further 
therapy. 

Central  Nervous  System 

Cerebral  stimulation  secondary  to  local  anes- 
thetic agents  that  produces  twitching  or  gener- 
alized convulsions  is  managed  with  oxygen  and 
if  necessary  an  intravenous  thiobarbiturate  such 
as  pentothal  or  surital  in  an  amount  sufficient  to 
stop  the  convulsion. 

Intravenous  nembutal  or  seconal  may  actually 
be  preferable  to  pentothal  or  surital  because  of 
the  decreased  incidence  of  laryngospasm.  If  res- 
piratory failure  or  circulatory  failure  or  both 
ensues  these  conditions  are  managed  as  men- 
tioned previously. 

Cerebral  depression  which  may  be  caused  by 
local  anesthetic  agents  is  manifested  by  drowsi- 
ness, incoherent  speech,  dullness  or  coma.  These 
conditions  require  no  special  therapy  other  than 
oxygen.  But  the  surgeon  should  prepare  for  a 
more  severe  reaction. 

Central  Nervous  System  Failure 

This  may  occur  following  or  during  any  type 
of  anesthesia.  It  is  manifested  by  a sudden  se- 
vere collapse  of  circulation  and  respiration.  The 
patient  exhibits  pallor,  clamminess,  dilated  pu- 
pils, severe  hypotension,  a pulse  of  poor  quality 
if  perceptible,  shallow  respirations  or  apnoea.  If 
untreated  this  condition  progresses  to  cardiac 
arrest. 

The  treatment  involves  improving  oxygena- 
tion, cessation  of  the  administration  of  the  anes- 
thetic agent  and  then  supporting  or  controlling 
the  circulatory  and  respiratory  systems  in  the 
manner  indicated  previously. 

It  is  possible  to  develop  an  immediate  type 
of  reaction  to  an  excessively  high  blood  level 
of  local  anesthetic  agent  which  is  manifested 
by  a sudden  severe  collapse  of  the  circulation 
and  respiration  which  rapidly  progresses  to  car- 
diac arrest.5 

Treatment  is  of  course  the  same  as  outlined 


above  but  it  is  usually  unsuccessful.  Fortunately 
this  reaction  happens  very  rarely. 

Various  Allergic  Manifestations 

These  occur  chiefly  following  local  anesthetic 
agents  but  they  may  also  be  caused  by  inhala- 
tion agents.  The  usual  manifestations  of  an  al- 
lergy or  sensitivity  to  a drug  are  wheals,  itch- 
ing, angioneurotic  edema,  hypotension  or  asth- 
matic breathing.  The  treatment,  which  depends 
on  the  symptoms,  consists  of  oxygen  as  needed, 
antipruritic  drugs,  vasopressors,  intravenous  an- 
tihistaminic  drugs  such  as  benadrvl  or  intraven- 
ous aminophylline  for  asthmatic  breathing. 

In  summary  then  we  must  always  be  pre- 
pared for  a complication.  If  one  does  occur  it 
must  be  correctly  diagnosed  and  managed  im- 
mediately. 

It  is  important  not  to  overtreat  a complica- 
tion particularly  in  ambulatory  patients.  Stimu- 
lants such  as  epinephrine  may  be  detrimental 
and  should  be  avoided  except  as  indicated 
above.  A barbiturate  is  indicated  only  for  con- 
vulsions or  severe  hypertension  or  both  and  only 
enough  should  be  administered  to  control  the 
convulsion  in  order  to  prevent  the  development 
of  apnoea. 

Conclusion. 

The  various  current  methods  of  anesthesia 
utilized  for  surgery  in  the  office  or  outpatient 
department  have  been  described.  The  hazards 
and  various  complications  that  may  be  encoun- 
tered when  dealing  with  these  ambulatory  pa- 
tients have  been  discussed  in  detail.  Suggested 
methods  of  treatment  and  management  of  these 
complications  have  also  been  outlined. 

It  is  pointed  out  that  the  availability  of  ade- 
quate equipment  for  resuscitation  is  essential 
for  the  over-all  safety  and  welfare  of  the  ambu- 
latory patient. 
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Immunology 

As  it  relates  to  Cancer 


Dr.  Southam 


Theoretical  Aspects 


Chester  M.  Southam,  M.D. 


One  of  ihe  most  intriguing  aspects  of  cancer  concerns  the  possibility  of 
a host  defense  mechanism  against  neoplastic  cells.  Experiments  with  cancer 
autotransplants  show  that  in  some  manner  the  host  is  inimicable  to  its  own 
cancer  cells.  The  author  discusses  immune  mechanisms  which  might  be 
related  to  cancer  and  suggests  the  possibility  that  cancer  may  contain  spe- 
cific antigens  susceptible  to  immunologic  attack. 


IMMUNOLOGY  is  a funny  subject.  It  really 
is  not  complex,  but  it  sure  can  be  confusing. 
My  own  first  real  awareness  of  immunology  was 
not  just  a casual  thing;  it  stands  out  in  my 
memory  as  a day  of  great  decisions.  I was  taking 
national  board  examinations.  You  all  know  that 
familiar  sentence,  “Answer  any  five  of  the  six 
following  questions.”  Well,  the  first  one  was, 
“Define  and  discuss  complement  and  comple- 
ment fixation.”  Right  away  I made  two  decisions 
— 1)  That  was  the  question  I would  leave  out, 
and  2)  I was  going  to  be  a clinician.  So  I did. 
Eventually  I became  a cancer  chemotherapist. 
But  I was  the  junior  member  of  a team,  and 
being  a junior  member  of  a cancer  chemotherapy 
team  is  like  being  a second  assistant  surgeon, 


Address  presented  at  the  Tenth  Annual  Cancer  Seminar,  Ari- 
zona Division,  American  Cancer  Society,  Tucson,  Arizona  on 
January  12,  1961. 

Division  of  Clinical  Chemotherapy,  Sloan-Kettering  Institute 
for  Cancer  Research,  New  York,  New  York. 


pretty  low.  Dr.  Welch  just  told  us  that  cancer 
chemotherapy  can  take  care  of  9,999  out  of  10,- 
000  cancer  cells,  but  that  it  cannot  seem  to  kill 
that  last  lonely  cell.  It's  that  cell  that  becomes 
the  responsibility  of  the  second  assistant  chemo- 
therapist. 

The  revival  of  interest  in  immunology  as  it 
relates  to  cancer  stems  from  this  last  little  cell 
that  we  have  not  yet  been  able  to  kill  by  chemo- 
therapy. There  is  good  reason  to  think  that  fu- 
ture chemotherapeutic  agents,  especially  in 
combinations,  will  get  even  that  last  one. 

But  in  the  meantime,  recognizing  that  the  de- 
fensive factors  of  the  body  are  highly  effective 
against  the  infectious  diseases,  the  tantalizing 
question,  “Might  there  not  be  some  host  de- 
fense against  cancer?”  has  been  reopened. 

In  considering  immunology  in  relation  to 
cancer,  I want  to  think  of  immunology  in  the 
very  broad  sense  of  any  kind  of  a host  mech- 
anism that  tends  to  defend  the  body  against 
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any  kind  of  a pathogenic  agent.  The  breadth  of 
this  definition  is  indicated  in  Figure  1. 

The  non-experimental  animals  illustrated 
here  exhibit  special  host  defense  mechanisms 
that  protect  them  against  certain  potentially 
noxious  agents.  The  porcupine  has  quills.  The 
rhinoceros  has  a thick  hide,  and  the  armadillo 
has  nine  heavy  armored  plates.  We  will  not  dis- 
cuss those  further  since  they  do  not  seem  ap- 
plicable to  the  cancer  problem. 

But  Figure  2 is  an  attempt  to  categorize  im- 
munologic mechanisms  in  order  to  facilitate  our 
thinking  about  the  possible  approaches  to  the 
study  and  control  of  host  defenses.  These  mech- 
anisms are  either  specific,  i.e.  agents  that  are 
tailor-made  to  react  against  a single  type  of 
foreign  material,  or  non-specific,  i.e.  custom- 
made  mechanisms  that  do  their  work  without 
particular  regard  for  what  type  of  stuff  they 
are  fighting.  Both  specific  and  non-specific 
factors  may  be  cellular  or  non-cellular. 

In  the  clinical  situation,  all  of  these  categories 
can  be  the  product  of  the  individual  under  ob- 
servation (active  immunity),  or  in  certain  situ- 
ations they  can  be  made  by  a different  person 
or  animal  and  administered  to  the  individual 
that  you  want  to  treat  (passive  immunization). 

Without  doubt  the  most  fundamental  prob- 


Reprinted  from  Progress  Report  of  Sloan-Kettering  Institute  — 
December  1960. 


Fig.  t.  Host  defense  mechanisms  — the  broad  con- 
cept. 
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HOST  DEFENSE  MECHANISMS 

Reprinted  from  Cancer  Research,  21:1303,  1961  with  per- 
mission. 

Fig.  2.  Diagrammatic  categorization  of  host  defense 
mechanisms. 

lem  in  trying  to  relate  immunology  to  cancer  is 
the  question,  “Are  there  really  any  host  defense 
mechanisms  that  influence  cancer?”  It  is  a ques- 
tion that  demands  consideration,  because  as  we 
usually  see  cancer  in  clinical  practice,  we  are 
not  impressed  that  the  host  puts  up  a very  good 
fight. 

But  occasionally  there  are  variations  in  the 
clinical  course  of  cancer  which  leave  open  the 
possibility  that  some  people  may  have  some 
capacity  to  control  their  own  cancer.  We  can 
summarize  these  briefly. 

There  is  great  variation  in  the  progression  of 
cancer  in  different  individuals.  Even  when  we 
consider  a single  histologic  type  of  cancer  from 
a particular  organ  and  exclude  such  problems 
as  age,  sex,  and  hormonal  status,  we  still  see 
marked  differences  in  the  patterns  and  the  rate 
of  progression  of  cancer  in  different  individuals. 

We  see  patients  in  whom  cancer  remains 
quiescent  for  considerable  periods  of  time. 
For  in  situ  carcinoma  of  the  cervix  there  is 
good  evidence  that  it  usually  takes  between  five 
and  ten  years  before  the  in  situ  lesion  becomes 
invasive  carcinoma.  The  same  is  probably  true 
of  fundus  adenocarcinoma,  although  the  data 
are  harder  to  obtain. 

Even  in  frank  cancer  the  primary  lesion  may 
remain  quiescent  for  several  years.  This  has 
been  shown  in  retrospective  studies  of  chest 
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X-rays  where  lesions  overlooked  in  early  survey 
films  were  eventually  found  to  be  carcinoma. 
It  has  also  been  demonstrated  for  lesions  like 
cervix  carcinoma  and  breast  cancer  where  a 
primary  could  be  dated  in  retrospect  and  the 
interval  before  metastasis  could  be  estimated. 

Prostate  cancer  is  an  excellent  example  of  a 
cancer  that  may  exist  for  a long  time  without 
growing  or  metastasizing,  for  in  routine  autop- 
sies the  incidence  of  prostate  cancer  is  much, 
much  higher  than  the  incidence  of  clinical  pros- 
tate cancer  in  similar  age  groups. 

Every  clinician  is  familiar  with  patients 
(breast  cancer  is  a common  example)  whose 
primary  cancer  is  successfully  removed,  never 
to  recur  locally,  but  in  whom  years  later,  we 
find  evidence  that  the  tumor  had  metastasized 
and  had  been  lying  quiescent  until  something 
happened  which  allowed  it  to  grow  further. 

Not  only  does  cancer  stay  quiescent  in  rare 
individuals— it  may  even  regress.  This,  too,  is 
demonstrated  by  in  situ  cervix  cancer  (and  it 
seems  logical  to  believe  that  cervix  cancer  is 
such  a frequent  example  because  it  can  be  ob- 
served easily,  not  because  it  is  different  from 
other  cancers ) . 

Regressions,  also  occur  even  in  fully  devel- 
oped cancer.  Such  spontaneous  regressions  are 
usually  partial  and  temporary  but,  although  ex- 
tremely rare,  spontaneous  cures  have  been  re- 
ported. Possibly  cases  of  unusual  response  to 
chemotherapy  might  be  an  example  of  partici- 
pation of  host  defenses. 

Finally  we  have  the  question  of,  “Why  don't 
we  all  get  cancer?”  Or  as  it  is  more  usually 
phrased  by  the  patient,  “If  cigarette  smoking 
causes  cancer,  why  don’t  all  cigarette  smokers 
get  cancer?”  Clearly  there  is  individual  varia- 
tion, and  while  we  do  not  know  the  cause,  it 
seems  possible  that  host  factors  play  a part. 


THE  frequency  with  which  cancer  cells  are 
demonstrated  in  blood,  lymph,  and  other  body 
fluids  indicates  that,  unless  there  are  grave  er- 
rors in  the  cytologic  diagnosis,  these  cancer 
cells  do  not  all  succeed  in  establishing  metas- 
tases.  If  this  be  true,  it  is  of  the  utmost  impor- 
tance to  learn  why  these  cells  of  the  patient’s 
own  body  are  not  able  to  survive  and  propa- 
gate wherever  they  land. 
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All  of  these  observations  suggest  the  possi- 
bility that  host  defense  mechanisms  may  be 
playing  a part  in  the  clinical  picture  of  cancer, 
but  for  each  some  alternative  explanation  is  also 
plausible. 

They  might  be  due  to  intrinsic  variation  in 
the  cancer  cells,  or  to  factors  extrinsic  to  the 
host,  such  as  bacterial  or  virus  infections.  But 
the  possibility  of  host  defense  mechanisms  is  of 
greatest  interest  because  it  raises  the  possibility 
of  clinical  application. 

(WOULD  like  to  illustrate  some  experimental 
work  designed  to  investigate  the  question,  “Is 
there  any  host  defense  against  one’s  own  can- 
cer?” This  experiment  was  suggested  by  the  ob- 
servations of  frequent  dissemination  of  cancer 
cells  under  natural  conditions  and  the  question 
it  raised  concerning  their  fate,  “Why  don’t  they 
all  establish  metastatic  growths?” 

The  design  of  this  experiment  was  simply  to 
obtain  tumor  tissue  from  several  patients,  to 
prepare  cell  suspensions,  count  the  cells,  make 
serial  ten-fold  dilutions  from  the  most  concen- 
trated suspension  that  could  be  prepared,  and 
then  to  reimplant  these  cancer  cell  suspensions 
subcutanteouslv  into  the  same  individual  from 
whom  they  came.  ( This  is  autotransplantation. ) 

By  choosing  patients  who  had  residual  can- 
cer, the  patients  were  not  exposed  to  any  addi- 
tional risk.  This  procedure  mimics  on  an  experi- 
mental basis  the  formation  of  metastasis  and, 
we  can  ascertain  whether  cancer  cells  thus  dis- 
seminated and  thus  implanted  always  form 
metastases. 

Usually  no  growth  occurred.  Although  the 
cancer  cells  were  merely  transferred  from  one 
site  to  another  in  the  same  individual,  they 
failed  to  grow  in  about  two-thirds  of  more  than 
40  patients  studied  to  date. 

The  subcutaneous  nodules  that  occasionally 
grew  are  illustrated  in  Figures  3 through  5 and 
similar  results  in  other  patients  have  been  il- 
lustrated elsewhere.  [Cancer  14:971-978,  1961 
and  Ford  Hospital  Symposium  on  “Biological 
Interactions  in  Normal  and  Neoplastic  Growth” 
Little,  Brown  and  Company.  1£)62] 

When  growth  of  these  cancer  autotransplants 
did  occur,  it  was  only  at  sites  where  at  least 
100,000  cells  were  implanted.  In  all  of  the  auto- 
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transplants  that  were  biopsied,  the  cancer  cells 
were  growing  in  a pattern  of  numerous  little 
nests,  as  seen  in  Figures  4 and  5.  Each  of  these 
nests  presumably  arose  from  a single  cell  or 
small  group  of  cells  in  the  inoculum,  indicating 
that  this  nodule  was  produced  by  the  growth  of 
a great  many  inoculated  cancer  cells,  yet  the 
inocula  which  contained  one-tenth  this  number 
of  cells  failed  to  grow. 

Those  patients  in  whom  cancer  autotrans- 
plants grew,  had  rapidly  progressing  disease  or 
were  in  the  late  stages  of  their  disease.  “Takes” 
have  not  occurred  ( so  far ) in  the  patients  who 
were  in  good  clinical  condition,  even  though 
they  had  known  residual  tumor. 

In  a few  patients  there  was  a “take”  at  more 
than  one  implant  site,  and  from  such  cases  it  is 
possible  to  estimate  the  rate  of  cell  propagation. 
In  one  patient  who  had  a highly  anaplastic 
rectal  adenocarcinoma,  implantation  of  100 
million  cells  produced  a palpable  nodule  within 
two  weeks  of  inoculation.  By  three  weeks  the 
next  implant (10  million  cells)  became  palpable 
also.  Thus,  assuming  that  the  appearance  of  the 
nodules  was  due  almost  entirely  to  propagation 
of  the  implanted  cancer  cells,  it  follows  that  a 
ten-fold  increase  in  the  number  of  cells  occurred 
in  approximately  a week.  It  also  follows  that  if 
the  cancer  cells  implanted  at  each  site  in  this 
patient  propagated  at  this  same  rate,  then  a no- 
dule would  have  appeared  at  weekly  intervals 
at  the  side  of  implantation  of  each  successive 
ten-fold  dilution  of  the  cell  suspension.  But  such 
did  not  occur.  No  further  nodules  appeared  al- 
though the  patient  survived  another  10  weeks. 

Thus,  these  autotransplantation  studies  seem 
to  provide  direct  experimental  evidence  that  a 
great  proportion  of  the  autotransplanted  cancer 
cells  failed  to  survive.  Whether  their  death  was 
from  senescence  or  the  result  of  active  host  de- 
fense mechanisms  we  have  no  way  of  knowing 
from  this  type  of  study.  But  it  does  seem  safe 
to  conclude  that  in  some  manner  the  host  was 
inimicable  to  its  own  cancer  cells. 

Now  let  us  return  from  our  excursion  into 
experimental  work  back  to  a theoretical  discus- 
sion of  what  the  hypothetical  anti-cancer,  host- 
defense  mechanisms  might  be  and  how  their 
efficacy  might  be  increased. 

As  indicated  in  Figure  2,  we  can  influence 


Fig.  3.  Gross  specimen  of  cancer  autotransplant  ex- 
cised with  ellipse  of  overlying  skin.  Patient  was  64-year- 
old  white  female  (234000)  with  leiomyosarcoma  of  cer- 
vix. Excision  was  303  days  after  trocar  implantation  of 
tumor  fragment. 


Fig.  4.  Microscopic  appearance  of  nodule  excised  107 
days  after  autotransplantation  of  100,000,000  cells  from 
retroperitoneal  tumor.  Patient  No.  235791,  63-vear-old 
female,  diagnosis  anaplastic  adenocarcinoma  of  ? ovar- 
ian or  ? colon  origin. 


Fig.  5.  Microscopic  appearance  of  nodule  excised  48 
days  after  subcutaneous  autotransplantation  of  1,000,000 
cells  from  omental  metastasis.  Patient  No.  220450,  65- 
year-old  white  female.  Diagnosis  ovarian  adenocarcin- 
oma. 
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host  defense  by  stimulating  the  host  to  greater 
activity  or  by  supplying  defense  materials  to 
the  host  from  some  outside  source.  Non-specific 
mechanisms  can  be  stimulated  in  experimental 
animals  by  such  agents  as  bacterial  polysac- 
charides which  cause  lymphatic  hyperplasia 
and  increase  phagocytic  capacity. 

Bacterial  polysaccharides  also  increase  the 
serum  levels  of  at  least  one  humoral  factor, 
properdin.  We  do  not  really  know  what  proper- 
din is.  Some  say  it  is  a non-specific  immunologic 
factor  analogous  to  complement,  and  others 
claim  that  it  is  really  antibody  with  a wide 
range  of  reactivity.  Others  are  content  to  call  it 
a phenomenon  and  a few  serologists  contend 
that  it  is  just  a lie. 

EVERY  clinician  is  familiar  with  the  stimulation 
of  specific  immune  mechanisms  by  admin- 
istration of  vaccines.  When  you  give  a vaccine, 
you  either  produce  serum  antibodies,  as  with 
diphtheria  toxoid,  or  you  produce  cell-fixed 
specific  immune  reactions  as  when  you  use  BCG 
for  tuberculosis  immunization. 

Passive  enhancement  of  specific  humoral  de- 
fense mechanisms  is  also  well  known  to  clinici- 
ans through  the  use  of  anti-serums  and  specific 
immune  globulins  for  such  diseases  as  diph- 
theria, measles,  and  poliomyelitis.  But  the  pos- 
sibilities of  achieving  “passive  immunity” 
through  other  mechanisms  is  relatively  unex- 
plored. 

Serum  properdin  has  been  administered  to  a 
few  cancer  patients  without  effect.  Homografts 
of  normal  bone  marrow— which  represent  pas- 
sive administration  of  defensive  cellular  factors 
—are  currently  being  tried  in  acute  leukemia. 
So,  in  our  consideration  of  immunologic  proce- 
dures that  might  conceivably  act  against  can- 
cer, we  must  consider  all  of  these  possibilities: 
specific  and  non-specific,  cellular  and  humoral, 
active  and  passive. 

If  we  are  going  to  consider  the  possibility  of 
specific  immunization  for  cancer,  obviously  we 
must  have  specific  immunizing  factors.  For 
diphtheria  this  is  not  hard.  The  diphtheria  bacil- 
lus does  not  belong  in  our  bodies,  and  its  toxin 
does  not  belong  there.  And  since  the  cause  of 
the  disease  is  foreign  to  our  bodies,  it  is  not 
difficult  to  produce  an  antibody  against  it. 
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The  same  is  true  for  the  viruses.  Although  the 
technical  problems  were  great,  there  was  never 
any  fundamental  problem  of  how  to  immunize 
against  polio  or  measles.  It  was  merely  a ques- 
tion of  how  to  do  it:  how  to  grow  the  virus, 
how  to  make  it  non-virulent,  and  how  best  to 
administer  it. 

But  a similar  approach  to  human  cancer  is 
impossible  unless  cancer  is  also  foreign  — not 
merely  foreign  in  appearance  and  behavior,  but 
foreign  in  a way  that  will  arouse  the  specific 
immune  defense  mechanisms  of  the  body. 

The  term  I have  been  avoiding  is  antigenici- 
ty. The  term  antigen  is  used  for  any  substance 
which  is  foreign  to  the  animal  which  it  enters 
in  such  a way  that  it  stimulates  the  lymphoid 
cells  to  produce  antibodies  which  react  specif- 
ically with  it  ( the  antigen ) . 

The  fundamental  problem  can  therefore  be 
reduced  to,  “Are  there  cancer  specific  anti- 
gens?” The  classical  answer  is  a straightforward, 
disgustingly  logical,  “No.” 

There  is  no  logical  reason  to  think  that  there 
is  anything  antigenic  about  human  cancer,  be- 
cause cancer  is  part  of  the  human  body.  It  is 
the  body’s  own  cells  that  are  growing  abnor- 
mally, but  they  are  still  our  own  cells,  and  could 
not  be  foreign  if  they  are  truly  part  of  ourselves. 
This  concept  is  summarized  in  Ehrlich’s  dictum, 
“Corpus  habet  horor  autotoxicus.”  But  there 
may  be  flaws  in  these  seemingly  logical  state- 
ments. 


ONE  flaw  became  apparent  with  the  recogni- 
tion of  auto-immune  disease.  Probably  the 
most  dramatic,  although  not  often  mentioned, 
is  sympathetic  ophthalmitis  where  the  damage 
to  one  eye  that  releases  tissue  components  from 
that  eye  imitates  an  immunological  reaction 
which  in  turn  affects  the  normal  eye. 

It  is  now  widely  believed  that  the  rheumatoid 
group  of  diseases  are  the  result  of  auto-immune 
reactions.  Some  cases  of  male  sterility  may  rep- 
resent auto-immune  supression  of  spermatogen- 
esis. If  the  body  for  some  reason  reacts  against 
its  own  normal  tisue  to  cause  these  diseases, 
is  it  not  possible  that  it  might  also  be  induced  to 
react  against  its  own  cancerous  tissues? 

A second  flaw  is  the  possibility  that  at  least 
some  human  cancer  may  be  caused  by  viruses. 
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For  if  this  be  so,  the  virus  might  still  be  in  the 
cancer  cells,  and  the  cancer  cell  would  not  be  a 
totally  human  thing  but  would  contain  an  intro- 
duced foreign  agent  which  might  serve  as  the 
specific  cancer  antigen. 

Even  if  we  think  that  a virus  might  arise  de 
novo  from  a cell  by  chemically  or  physically 
induced  mutations  of  a normal  cellular  com- 
ponent, we  can  recognize  the  possibility  that 
such  mutations  might  bring  about  chemical 
changes  that  would  be  foreign  in  an  antigenic 
sense. 

The  third  flaw  is  the  recognition  of  the  phe- 
nomenon of  specific  immune  tolerance  which 
suggests  that  the  body  recognizes  what  is  anti- 
genically  normal  for  itself  because  of  its  ex- 
posure to  all  of  these  normal  components  dur- 
ing embryonic  life.  And  it  recognizes  as  foreign 
any  antigen  with  which  it  comes  in  contact  after 
a certain  critical  period  in  fetal  or  immediate 
neonatal  life. 

This  concept  then  introduces  the  possibility 
that  the  slightest  antigenic  change  that  may  oc- 
cur after  birth  could  be  recognized  as  a new 
antigen  and  thus  the  cancerous  change,  what- 
ever its  etiology,  may  be  recognized  as  foreign. 

So  the  problems  that  we  have  to  face  in  con- 


sidering specific  cancer  antigens  are  many.  The 
pessimistic  arguments  against  the  possibility  of 
unique  cancer  antigens  are  logical,  they  are 
powerful,  and  they  are  probably  true.  But  there 
are  a few  loopholes  in  the  classical  concept  of 
cancer  as  a native,  and  hence  non-antigenic, 
cell— just  enough  loopholes  to  permit  a new  look. 

In  summary,  there  is  reason  to  believe  that 
the  body  may  have  some  defenses  against  can- 
cer, there  are  an  abundance  of  immunologic 
mechanisms  which  could  conceivably  carry  out 
this  function  of  host  defense,  and  the  possibil- 
ity that  cancer  contains  specific  antigens  sus- 
ceptible to  immunologic  attack  cannot  be  ig- 
nored. 

Now,  as  on  any  good  soap  opera,  we  will 
sign  off  on  this  note  of  uncertainty  and  suspense, 
with  the  reminder  that  the  next  and  concluding 
episode  will  be  heard  on  Saturday  morning. 

(This  is  the  first  of  two  articles  on  this  subject 
by  Dr.  Southern.  Dr.  Southams  second  and  con- 
cluding article , “Immunology  as  it  Relates  to 
Cancer:  Clinical  Applications  — Past  Attempts 
and  Future  Possibilities  ” will  appear  in  the  June, 
1963  issue  of  Arizona  Medicine.  — Ed.) 


NEW  BOOKS  RECEIVED 

CIBA  International  Symposium:  Protein  Metabolism,  CIBA  Liimted,  Basle. 
Discussion  of  influence  of  growth  hormones,  anabolic  steroids,  and  nutrition  in 
health  and  disease.  With  159  figures. 

Elmer  Wheeler:  The  Fat  Boy  Goes  Poly-unsaturated.  Doubleday  & Company. 
How  Elmer  reduced  his  cholesterol  count,  lowered  his  blood  pressure  and  side- 
stepped possible  heart  trouble  — all  in  180  days  of  fun  and  low  fat.  With  full 
lists  of  foods  high  and  low  in  cholesterol. 

Vash  Young:  Fortunes  for  All.  Bobbs-Merrill.  The  sixth  book  by  Vash  Young 
on  the  philosophy  responsible  for  his  success  and  happiness. 
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Accidental  Poisoning  by  Darvon 

Occurring  in 
a Four-Year-Old  Girl 

B.  P.  Storts,  M.D. 


Case  report.  An  alert  for  the  danger  of  a widely  used  drug. 


DARVON  is  the  trade  name  for  dextro  propo- 
xyphene. It  is  a widely  used  synthetic  anal- 
gesic drug.  It  is  prescribed  so  often  by  doctors 
and  dentists  that  the  drug  is  found  in  many 
home  medicine  cabinets  and  being  so  consti- 
tutes a definite  indication  for  this  warning.  The 
drug  is  supplied  in  32  mg.  and  65  mg.  capsules 
and  a compound  with  acetophenetidin,  acetyl- 
salicylic  acid  and  caffeine. 

Cann  and  Verhulst1  reported  12  cases  of  Dar- 
von poisoning.  They  emphasized  the  manifesta- 
tion of  convulsions  occurring  in  the  reported 
cases.  Convulsions  occurred  in  the  case  to  be 
reported. 

CASE  REPORT 

L.  S.  age  4,  admitted  to  the  emergency  room  of 
the  Tucson  Medical  Center  on  December  15,  1961, 
at  8:15  a.m.  The  child  was  unconscious  and  having 
convulsive  seizures. 

The  mother  stated  that  the  child  had  been  sick 
with  the  croup  and  the  mumps  for  the  past  three 
days.  This  morning  the  little  girl  had  gotten  out  of 

1018  North  Country  Club,  Tucson,  Arizona. 


bed  and  wandered  into  the  bathroom  and  pilfered 
the  medicine  cabinet. 

She  was  found  playing  with  an  assortment  of 
medicines.  They  were  Darvon,  Ergotrate,  Nembu- 
tal, aspirin,  vitamin  B and  dicalcium  phosphate.  In 
a very  few  minutes  she  became  lethargic  and  then 
unconscious.  She  then  began  to  convulse. 

Physical  examination  revealed  the  child  was  un- 
conscious, cyanotic  and  having  convulsions.  The 
respirations  were  shallow  and  at  28  per  minute. 
The  pulse  was  weak  and  148  per  minute.  Both  ear 
drums  were  dull  red. 

There  was  a swelling  of  the  right  parotid  gland. 
The  pupils  were  pinpoint  and  reacted  sluggishly 
to  light.  The  tonsils  were  large  and  appeared  in- 
flamed. The  breath  sounds  were  masked  by  loud 
ronehi. 

The  abdomen  was  rigid.  The  lower  extremities 
were  rigid  and  the  feet  held  extended.  There  were 
convulsive  movements  of  a tonic  nature  of  all  ex- 
tremities. 

Gastric  lavage  was  done  at  once.  Five  per  cent 
glucose  in  Ringer’s  lactate  was  started  intravenous- 
ly. Because  of  the  possibility  of  Ergotrate  poison- 
ing, 5 ml  calcium  gluconate  was  given  intra- 
venously. The  blood  salicylate  was  less  than  1 
mg%.  There  was  no  detectable  barbiturate  in  the 
blood  or  gastric  washing.  Egotrate  studies  on  the 
gastric  washings  were  negative.  Darvon  studies 
were  made  on  the  urine. 

( Continued  on  next  page) 
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Telephone  consultation  with  Dr.  A.  L.  Picchioni 
of  the  Arizona  Poison  Control  Center  verified  the 
suspicion  that  Darvon  was  the  most  likely  factor. 

The  child  was  placed  in  an  oxygen  tent.  She  im- 
proved slowly  and  the  convulsive  movements  grad- 
ually subsided.  At  the  end  of  six  hours  she  was 
still  unconscious  but  could  be  stimulated  to  crying 
out.  She  continued  to  improve  and  by  24  hours 
was  alert. 

The  blood  count  on  admission  showed  hemoglobin 
of  10.3  Cm,  a white  blood  count  of  3,400,  segs 
were  36%,  eosinophils  were  4%,  lymphocytes 
52%,  monocytes  8%.  The  spinal  fluid  was  clear 
and  normal.  The  urine  was  negative.  A 12-hour 
study  specimen  of  the  urine  revealed  Darvon  100 
mg  %.  This  finding  verified  our  impression  of  Dar- 
von intoxication. 


SUMMARY 

There  is  no  antidote  for  Darvon  poisoning. 
The  stomach  should  be  emptied  as  soon  as  pos- 
sible. The  toxic  manifestations  of  convulsions, 
rigidity  and  respiratory  failure  may  be  prevent- 
ed by  the  intravenous  injection  of  N-allyl-nor- 
morphine  hydrochloride  (Nalline). 

According  to  Robbins2  anesthetized  dogs  man- 


ifested respiratory  depression  following  admin- 
istration of  near  lethal  dosage. 

The  seizures  were  observed  to  be  of  a gener- 
alized tonic  type  with  minor  twitchings  rather 
than  the  vigorous  shaking  of  a febrile  or  epi- 
leptic convulsions.  In  general,  gastric  lavage  is 
contraindicated  in  the  unconscious  convulsing 
patient.  Lavage  was  done  here  because  the  con- 
vulsions were  not  vigorous  and  because  of  the 
short  time  since  taking  the  drugs. 

The  possibility  of  several  drugs  had  to  be  ex- 
plored. The  existence  of  mumps  and  otitis  media 
and  croup  had  to  be  eliminated  as  causative 
factors  of  the  convulsions. 

A case  of  Darvon  poisoning  by  accidental  in- 
gestion is  reported.  Attention  is  directed  to  the 
respiratory  depression  and  the  peculiar  type  of 
convulsive  seizures.  A warning  is  issued  to  re- 
mind parents  of  this  hazard. 
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Cancer  Research  Projects  by 
University  of  Arizona  Scientists 

Three  basic  cancer  research  projects  have  been  initiated  by  University  of 
Arizona  scientists  with  the  aid  of  supporting  funds  allocated  from  the  recent 
$15,000  institutional  research  grant  to  the  University  of  Arizona  by  the  American 
Cancer  Society. 

These  include  “Studies  of  Cellular  Responses  to  the  Tumor  Producing  Agent, 
Polyoma  Virus,”  conducted  by  Dr.  Irving  Yall,  associate  professor  of  micro- 
biology; “Callus  Formation  in  the  Saguaro,”  conducted  by  Dr.  Cornelius  Steelink, 
assistant  professor  of  chemistry,  and  “Alkylation  of  Polypeptides”  by  Dr.  James 
E.  Mulvaney,  assistant  professor  of  chemistry. 
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ANNOUNCEMENT! 

We  are  pleased  and  proud  to  announce 

WHITE  ANGEL  HOSPITAL 

has  received  a 

HOSPITAL  LICENSE 

for  MEDICAL,  REHABILITATIVE  AND 
CONVALESCENT  CARE 


We  are  now  in  position  to  accept  many  patients  where  commercial  insurance 
provides  payments  of  benefits  for  those  entering  licensed  hospitals  which  do  not 
have  major  surgical  facilities. 

WE  DO  PROVIDE  laboratory,  x-ray  services,  physio-therapy  and  inhalation  therapy 
by  registered  technicians.  We  have  a Board  Radiologist  and  Board  Pathologist 
heading  our  X-Ray  and  Laboratory  Departments. 

Over  one  hundred  doctors  in  the  Valley  have  already  treated  patients  at  White 
Angel.  If  we  can  be  of  service  to  you,  please  call  us  for  additional  information. 


COST?  — A modest  $16.00  per  day  is  the  starting  rate. 


Phone  or  Write 

WHITE  ANGEL  HOSPITAL 

277-6651 


1845  East  Thomas  Road 
Phoenix,  Arizona 


ETE 


Hospital 
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NOW  ALSO  IN 


THE  DOUBLE  PURPOSE  LAXATIVE 
THAT  RELIEVES 

CONSTIPATION -ACID  INDIGESTION 


BOTTLES  OF 
4 OZ„  8 OZ., 

1 PT.,  1 QT. 


Antacid— Laxative— Lubricant 
to  help  correct  constipation 


Magnesium  Hydroxide  plus  pure  mineral  oil  make  Haley’s  M-0  a smooth 
working  antacid-laxative -lubricant  that  efficaciously  relieves  constipation 
and  attendant  gastric  hyperacidity. 

The  oil  globules  in  Haley’s  M-0  are  minutely  subdivided  to  assure  uni- 
form distribution  and  thorough  mixture  with  intestinal  contents.  Oil  leak- 
age is  thus  avoided  and  a comfortable  evacuation  is  effected  through  the 
stimulation  of  normal  intestinal  rhythm  and  blunted  defecation  reflex. 

May  we  send  samples  for  your  evaluation?  Just  write: 

THE  CHAS.  H.  PHILLIPS  CO. 

Division  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 
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Medical  Society  of  the  United  States  and  Mexico 

Presidential  Address 

Discurso  Presidencial 

Dr.  E.  Contreras  Reyna 


THERE  are  to  be  found,  among  in- 
dividuals, just  as  among  nations 
— as  will  be  noted  shortly  — vary- 
ing degrees  of  maturity  which 
characterize  to  a marked  degree  the 
attitudes  of  mind  which  may  enable 
the  various  societies  within  our 
world  to  survive.  None  of  these  at- 
titudes of  mind  is  more  significant 
than  that  which  represents  the  ze- 
nith toward  which  the  sum  of  our 
efforts  is  converging,  in  an  attempt 
to  free  man  of  the  role  of  being  his 
own  executioner. 

With  this  in  view,  every  endeavor 
which  tends  to  set  or  by  chance  con- 
tains among  others  the  goal  of  draw- 
ing men  together  and  uniting  them  — these  men 
who  live  so  far  apart,  so  very  lonely,  and  in  the 
midst  of  a teeming  humanity  in  which  their  lives 
run  their  course  — I say,  this  endeavor  will  have 
the  ring  of  a nobility  which  we  call  in  Spanish; 
friendship. 

For  distance  and  wide-open  spaces  no  longer 
have  anything  to  do  with  what  is  or  is  not  with- 
in our  reach  ...  as  those  human  beings  who  are 
so  close  to  our  daily  round  and  so  far  from  our 
lives,  to  recall  the  exclamation  drawn  from  our 
poet  Jose  Juan  Tablada  by  the  modern  and 
portentous  iron  Tower  of  Babel,  these  lives  are 
the  points  of  attraction  for  a true  brotherhood, 
one  conceived  as  a high  and  imminent  goal, 
known  abroad  in  the  world  by  the  name;  Chris- 
tian friendship.  And  since  its  nurture  is  essen- 
tially a human  problem,  with  roots  in  the  flesh 
and  flowering  in  the  spirit,  fused  in  a blood  that 
is  universal,  that  knows  not  the  conventional 
lines  of  distinction,  the  physician  is  part  excel- 
lence in  his  own  right  a universal  representative 
for  man. 

This  quality  was  recently  defined  in  a most 

Inaugural  address  by  Dr.  Eduardo  Contreras  Reyna  of  Guada- 
lalajara,  Jal,  Mexico,  upon  becoming  president  of  the  Medical 
Society  of  the  United  States  and  Mexico.  Delivered  at  the  clos- 
ing session  of  the  annual  meeting  in  Tucson,  Arizona,  December 
7,  1962. 

English  translation  by  Dr.  Elizabeth  Gavitt,  Tucson,  Arizona. 


N los  hombres,  como  en  las  naci- 
ones,  eomo  se  dira  pronto  — en 
los  diferentes  mundos  dentro  del 
universo,  existen  graduaeiones  de 
madurez  que  caracterizan  singular- 
mente  las  aetitudes,  que  han  de  ha- 
cerlos  perdurar.  Pero  ninguna  mas 
significativa,  que  la  que  representa 
el  cenit  en  que  han  de  converger  los 
esfuerzos  todos  por  lograr  que  el 
hombre  deje  de  ser  el  “lobo”  y el 
verdugo  de  si  mismo. 

Por  eso,  toda  actividad  que  tienda 
a lograr  como  meta  unica  y final,  o 
aun  simplemente  contenga  dentro  de 
otras  igualmente  importantes,  la  de 
acercar,  la  de  unir  a los  hombres,  a esos  hom- 
bres que  viven  tan  distantes  — y tan  solos  — en 
medio  de  la  apinada  muchedumbre  en  que 
transcurre  su  existir  tendra  el  timbre  de  nobleza 
que  en  espahol  llamamos:  amistad. 

Porque  soledad,  porque  aislamiento,  no  tienen 
ya  nada  que  ver  ccn  lo  que  este  o deje  de  estar 
a nuestro  lado  — esos  seres  tan  cerca  a nuestro 
paso,  tan  lejos  de  nuestra  vida,  como  hiciera 
exclamar  su  portentosa  babel  de  hierro  a nuestro 
Jose  Juan  Tablada,  son  los  antipodas  de  la  fra- 
ternidad,  de  la  fraternidad  que  idealizada  como 
el  evado  fin  inmediato,  en  el  mundo  se  llama; 
amistad  cristiana.  Y porque  el  cultivarla  es  un 
problema  esencialmente  humano,  con  raigambre 
de  carne  y floracion  espiritual  que  se  funden  en 
sangre,  que  es  unica,  que  no  conoce  de  distingos 
convencionales,  el  medico,  representante  univer- 
sal del  hombre  por  excelencia  por  derecho 
propio. 


Que  recientemente  fuera  definido  en  solemnis- 

Discurso  jrronunciado  por  el  Dr.  Eduardo  Contreras  Reyna  de 
Guadalajara,  Jal,  Mexico,  al  tomar  posesion  como  Presidente  de 
la  Sociedad  Medica  de  los  Estados  Unidos  de  Norteameriea  y 
Mexico,  en  la  sesion  de  clausura  de  la  reunion  anual  en  Tucson, 
Arizona,  el  dia  7 de  diciembre  de  1962. 

Traducido  al  ingles  por  Dr.  Elizabeth  Gavitt,  Tucson,  Arizona. 


Dr.  Contreras 

Guadalajara,  Mexico 
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appropriate  manner  at  Guadalajara  by  one  of 
us.  Dr.  Zeron  Medina,  citing  the  physician  as 
that  unique  individual  who  is  never  obliged  to 
take  a life,  and  who  stands  before  us  today  with 
the  example  of  his  own  life,  and  that  of  an 
unshakeable  logic  that  shall  never  find  itself 
beclouded,  in  order  to  give  us  unmistakeable 
proof  of  his  high  moral  purpose,  being,  as  he  is, 
the  bearer  of  a message  which  only  he  is  capable 
of  delivering. 

And  it  is  patently  clear  that  the  physician  is 
to  such  a degree  the  union  of  spiritual  values, 
that  his  strong  hands  find  the  task  greatly 
simplified. 

And  so,  if  our  meeting  were  only  of  a physical 
nature,  it  would  not  have  sufficient  reason  for 
its  existence,  notwithstanding  the  scientific  con- 
tribution that  has  been  exhibited  here.  The 
warmth  of  an  inextinguishable  flame,  one  that 
is  not  consumed  on  giving  off  energy,  has  been 
of  primordial  value  in  shaping  the  community 
of  our  ideals  and  of  our  goals,  and  the  means  to 
achieve  them.  This  warmth  has  been  the  pro- 
duct solely  of  the  friendship  existing  among  the 
men  of  good  will  who  comprise  this  group. 

Thus  it  is,  in  a universal  idiom  and  in  the 
name  of  this  expression  of  the  spirit,  that  I wish 
to  address  you  today,  Dr.  Juan  E.  Fonseca,  im- 
mediate past  president  of  this  society  and  dear 
friend;  and  you,  Drs.  Thompson,  Gonzales, 
Guevara,  Chavez  and  Manning,  as  members  of 
the  Coordinating  Committee;  honorable  mem- 
bers of  the  Society;  and  ladies  and  gentlemen: 

FOR  the  seventh  time  we  of  this  society  find 
ourselves  at  the  closing  session  of  our  annual 
meeting. 

At  this  time  and  in  compliance  with  the  de- 
sires of  the  honored  assembly  of  the  society,  I 
have  the  honor  and  responsibility  of  assuming 
the  office  of  president  of  our  group. 

It  was  the  artful  and  visionary  hope  of  a small 
group  of  physicians,  a group  marked  by  the  de- 
cision and  ambition  of  youth,  in  the  persons  of 
Drs.  Manning  and  Gonzales  Guevara,  and  pre- 
senting experience  and  thoroughgoing  knowl- 
edge of  life  and  of  the  difficult  art  and  science 
called  medicine,  in  the  persons  of  Drs.  Thomp- 
son and  Chavez,  that  together  conceived  the 
notion  of  forming  this  unique  society.  The  so- 


imo  acto  en  nuestra  Guadalajara,  precisamente 
por  uno  de  nosotros,  el  Dr.  Zeron  Medina,  como 
aquel,  el  unico,  al  que  nunca  se  le  obliga  a ma- 
tar  viene  hoy  con  el  ejemplo  de  su  vida,  inque- 
brantable  razonamiento  que  no  podra  ser  nunca 
confundido,  a dejar  constancia  plena  de  su  ele- 
vada  conciencia,  como  portador  de  un  mensaje 
que  solo  a el  le  ha  sido  dado  transmitir. 

Y es  que  en  el  medico  coincieden  tal  cumulo 
de  caracteristicas  espirituales,  que  pone  en  sus 
manos  de  hombre  la  mas  facil  posibilidad  de 
realizarlo. 

Asi  esta  reunion  nuestra,  si  solamente  fuera 
fisica,  no  tendria  suficiente  razon  de  ser,  no  ob- 
stante el  aporte  cientifico  puesto  de  manifiesto. 
Ha  sido  imprescindible  que  el  calor  de  una  llama 
que  no  se  extinga,  que  al  comunicar  energia  no 
se  consuma,  matice  en  alto  grado  nuestra 
comunion  de  ideales,  de  fines  y de  medios  para 
lograrlos  y ese  calor  solo  ha  podido  propor- 
cionarle  la  amistad  de  entre  los  hombres  de 
buena  voluntad  que  constituimos  este  grupo. 

Y asi,  en  este  idioma  universal,  en  nombre  y 
al  amparo  de  ese  singular  sentimiento  es  como 
deseo  hablar  hoy  con  ustedes,  doctor  Juan  E. 
Fonseca,  que  hasta  hoy  fuera  el  digno  Presi- 
dente  de  esta  Sociedad  y por  siempre  nuestro 
amigo,  doctores  Thompson,  Gonzalez  Guevara, 
Chavez  y Manning,  miembros  del  Comite  Co- 
ordinador;  honorables  miembros  todos  de  nues- 
tra Sociedad;  senoras  y senores: 

POR  septima  vez  los  miembros  de  esta  Sociedad 
nos  encontramos  en  una  ceremonia  de  claus- 
ura  de  nuestras  reuniones  anuales. 

En  esta  ocasion,  y cumplimentando  el  man- 
dato  de  la  honorable  asamblea  de  nuestra  socie- 
dad, me  ha  tocado  el  honor  y la  responsabilidad 
de  tomar  posesion  como  Presidente  de  nuestra 
agrupacion. 

Fue  la  vision  futura  y certera  de  un  pequeno 
grupo  de  medicos,  caracterizado  por  la  decision 
y el  anhelo  de  progreso  propios  de  la  juventud, 
representada  por  los  doctores  Manning  y Gon- 
zalez Guevara  y la  experiencia  y profundos  co- 
nocimientos  tanto  en  el  vivir  como  en  el  dificil 
arte  y ciencia  de  la  medicina,  representados  por 
los  doctores  Thompson  y Chavez,  que  en  con- 
junto  concibieron  la  idea  de  constituir  esta 
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ciety  represents  the  yearning  of  the  physicians 
of  two  nations,  whom  God  caused  to  be  neigh- 
bors, to  have  even  stronger  bonds  of  friendship 
and  an  exchange  of  knowledge,  thus  affording  an 
example  for  other  professional  groups  and  the 
general  population  of  how  there  can  be  greater 
neighborliness  in  this  glorious  continent,  which 
day  by  day  is  a representative  of  social  liberty 
and  justice,  and  of  the  hope  that  this  freedom 
and  this  justice  may  spread  across  the  face  of 
the  whole  world. 

We  cannot  help  but  recall  some  of  the  great 
names  of  America,  who  by  their  striving  or  sacri- 
fice forged  the  ambient  in  which  we  live:  Hi- 
dalgo, Lincoln,  Bolivar,  to  mention  but  a few. 


IN  our  view,  this  society,  with  the  years  it  has 
behind  it  and  with  the  leadship  and  drive  af- 
forded it  by  the  outstanding  men  who  have  oc- 
cupied the  presidency,  has  already  entered  its 
maturity,  and  I therefore  believe  that  the  task 
assigned  to  me  will  be  easier  than  that  carried 
out  by  Drs.  Thompson,  Gonzales  Guevara,  Igna- 
cio Chavez,  Manning  and  Fonseca.  But  I am,  at 
the  same  time,  persuaded  that  there  rests  upon 
the  members  of  the  present  leadership  a great 
responsibility,  for  we  believe  that  the  moment 
has  come  for  giving  our  society  the  drive  and 
definite  orientation  that  will  serve  to  make  it 
endure  for  many  a year. 


The  success  of  our  group,  just  as  that  of  every 
group,  depends  not  so  much  upon  the  part 
played  by  a few  of  its  members,  nor  upon  that 
taken  by  those  in  positions  of  leadership,  but 
rather  upon  the  role  taken  by  each  and  every 
one  of  its  parts.  And  for  this  reason  the  future 
responsibility  of  the  society  waits  upon  us  all. 

We  are  aware  of  the  great  human  quality  of 
all  our  members,  and  trusting  in  it,  we  have 
drawn  upon  the  following  minimal  work  plan: 

We  shall  attempt  to  hold  regional  meetings 
and  to  this  end  we  seek  the  cooperation  of  a 
member  who  will  take  charge  of  arranging  for 
meetings  that  will  accommodate  those  members 


singular  agrupacion,  que  representa  el  anhelo  de 
los  medicos  de  dos  naciones,  que  Dios  reunio 
como  vecinos,  de  tener  lazos  de  amistad  cada 
vez  mas  fuertes  y procurar  un  intercambio  de 
conocimientos,  para  dar  un  ejemplo  a los  demas 
profesionistas  de  ambos  paises  y a su  pueblo,  en 
general,  de  como  pueden  mejorarse  las  rela- 
ciones  internacionales  y como  se  puede  convivir 
mejor  en  este  hermoso  continente  que  es,  hoy  por 
hoy  el  representative  de  la  libertad  y de  la  justi- 
cia  sociales  y la  esperanza  de  que  esa  libertad  y 
esa  justicia  se  extiendan  a todo  el  globo  terrestre. 

No  podemos  menos  que  recordar  aqui  a al- 
gunos  de  los  grandes  hombres  de  America  que 
con  su  esfuerzo  y,  o con  su  sangre  forjaron  el 
ambiente  en  el  que  hoy  vivimos:  Hidalgo, 
Lincoln,  Bolivar,  por  no  mencionar  sino  a al- 
gunos  de  ellos. 

ONSIDERAMOS  que  nuestra  agrupacion,  con 
los  anos  que  lleva  de  vida  y con  la  direccion 
y el  impulso  que  le  han  dado  los  prominentes 
medicos  que  me  han  precedido  en  la  presidencia 
de  nuestra  agrupacion,  esta  ha  entrado  ya  en  su 
fase  de  madurez  y,  por  consiguiente,  estimo  que 
la  tarea  que  me  ha  sido  encomendada  va  a ser 
mas  facil  que  aquella  que  toco  desempenar  a 
los  doctores  Thompson,  Gonzalez  Guevara,  Ig- 
nacio Chavez  Manning  y Fonseca;  pero  al  mis- 
mo  tiempo,  estoy  convencido  de  que  pesa  sobre 
los  miembros  de  la  actual  directiva,  una  re- 
sponsabilidad  mas  grande  porque  creemos  que 
ha  llegado  el  momento  de  dar  a nuestra  Socie- 
dad  el  impulso  y la  orientacion  definitiva  que 
hagan  que  perdure  durante  muchos  anos. 

Como  en  toda  sociedad,  el  exito  de  la  nuestra 
depende,  no  de  la  actuacion  individual  de  algu- 
nos  de  sus  miembros,  y en  concreto  de  los  que 
en  suerte  les  toque  desempenar  los  cargos  di- 
rectives, sino  de  la  actuacion  de  todos  y cada 
uno  de  sus  componetes,  y es  por  ello  que  la  re- 
sponsabilidad  del  future  de  nuestra  Sociedad 
depende  de  todos  nosotros. 

Conocemos  la  gran  calidad  humana  de  todos 
ustedes,  miembros  de  esta  sociedad  y,  confiadaos 
en  ella  nos  hemos  trazado  el  siguiente  programa 
mmimo  de  trabajo. 

Trataremos  de  celebrar  reuniones  “de  zona” 
dentro  de  nuestra  Sociedad  y'para  ello  pedimos 
la  colaboracion  de  un  miembro  de  nuestra  agru- 
pacion que  tenga  a su  cargo  la  celebration  de 
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living  in  or  near  the  following  cities:  Phoenix, 
Tucson,  Hermosillo,  Culiacan,  Mazatlan  and 
Guadalajara. 

Two  full-dress  meetings  are  planned  for  Her- 
mosillo, Culiacan,  Mazatlan  and  Guadalajara 
which  two  or  three  American  members,  invited 
as  lecturers,  are  to  attend,  in  addition  to  two 
members  of  the  society  living  in  each  of  the 
aforementioned  cities.  These  meetings  may  be 
held  in  May,  August  or  October  of  next  year. 

We  request  of  our  American  members  that 
two  similar  meetings  be  held  in  Phoenix  and 
Tucson  at  a time  judged  to  be  convenient. 

Improved  training  for  graduates  of  the  Uni- 
versity of  Guadalajara  is  being  planned,  so  that 
they  will  be  equipped  to  successfully  take  the 
examination  required  by  the  American  Medical 
Association  and  then  enter  hospitals  here  as 
interns  and  residents. 

We  seek  the  cooperation  of  our  American  doc- 
tors who  can  aid  and  abet  the  training  of  Mexi- 
can doctors  in  the  specialized  fields  such  as 
radiology,  the  handling  of  radioisotopes  and  cer- 
tain other  medical  and  surgical  specialities. 

IN  accordance  with  the  agreement  at  the  Her- 
mosillo meeting,  that  the  annual  meeting  of 
the  society  be  held  in  the  home  city  of  the  presi- 
dent, we  expect  our  next  annual  meeting  to  be 
held  in  Guadalajara  and  pursuant  to  this  we  re- 
quest as  of  now  the  enthusiastic  support  of  all 
the  Mexican  members  to  the  end  that  a strong 
scientific  atmosphere  and  a very  special  spirit  of 
fraternity  may  be  in  evidence. 

Our  children  s future  and  the  kind  of  life  they 
will  find  about  them  when  they  are  grown  de- 
pend on  what  we  do  or  fail  to  do.  Within  the 
scope  of  our  capabilities,  this  body’s  members 
can  assure  that  our  children  will  become  better 
acquainted  with  their  neighboring  country.  By 
coming  to  know  it  better  they  will  have  a great- 
er affection  for  it  and  as  a result  we  shall  play  a 
part  in  improving  the  future  relations  of  the  two 
countries. 

To  carry  this  objective  forward,  we  propose 


reuniones  periodicas  entre  los  socios  que  radi- 
quen  en,  o cerca  de  los  siguientes  lugares:  Phoe- 
nix, Tucson,  Hermosillo,  Culiacan,  Mazatlan  y 
Guadalajara. 

Nos  proponemos  celebrar  dos  reuniones  sol- 
emnes  en  Hermosillo,  Culiacan,  Mazatlan  y 
Guadalajara  a la  que  asistan  como  conferencis- 
tas  dos  o tres  miembros  americanos  invitados 
para  el  efecto  y dos  miembros  de  nuestra  socie- 
dad  que  radiquen  en  los  lugares  ennumerados. 
Esas  reuniones  podremos  verificarlas  en  mayo, 
agosto  y octubre  del  ano  proximo. 

Pediremos  a los  miembros  americanos  de 
nuestra  asociacion  celebren  dos  reuniones  simi- 
lares  en  Phoenix  y esta  ciudad  de  Tucson  en  los 
meses  que  ellos  juzguen  mas  pertinentes. 

Nos  proponemos  incrementar  el  entrenamien- 
to  de  los  medicos  recien  graduados  en  la  Uni- 
versidad  de  Guadalajara,  para  que  puedan  pasar 
con  exito  el  examen  exigido  por  la  Asociacion 
Medica  Americana  y puedan  asi  ingresar  como 
interims  y residentes  a los  hospitales  de  este 
pais. 

Pedimos  la  colaboracion  de  los  medicos  amer- 
icanos para  que  faciliten  y nos  ayuden  en  el  en- 
trenamiento  de  algunos  medicos  mexicanos,  en 
ramas  especializadas  de  la  medicina  como  ra- 
diologia,  a manejo  de  radioisotopos  y algunas 
otras  especialidades  medicas  o quirurgicas. 

UMPLIMENTANDO  el  acuerdo  tornado  en 
la  reunion  de  Hermosillo,  de  que  la  reunion 
anual  de  nuestra  Sociedad  debe  celebrarse  en 
el  lugar  donde  radique  el  Presidente,  esperamos 
celebrar  nuestra  proxima  reunion  anual  en  Gua- 
dalajara y para  ello  pedimos  desde  ahora  la  co- 
laboracion entusiasta  de  todos  los  miembros 
mexicanos,  para  que  dicha  reunion  se  carae- 
terice  por  un  alto  ambiente  cientifico  y una 
eonfraternidad  especial  entre  todos  nosotros. 

El  futuro  de  nuestros  hijos  y las  condiciones 
de  vida  en  que  ellos  tengan  que  desenvolverse 
cuando  sean  adultos,  depende  de  lo  que  noso- 
tros hagamos  o dejemos  de  hacer. 

En  la  medida  de  nuestras  posibilidades,  los 
miembros  de  esta  agrupaeion  podemos  lograr 
que  nuestros  hijos  conozcan  mas  y mejor  a su 
pais  vecino,  y al  conoeerlo  tendran  que  amarlo 
mas  y por  consiguiente  contribuimos  a mejorar 
las  relaciones  futuras  de  nuestros  paises. 

Para  lograr  ese  objetivo  nos  proponemos  for- 
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the  formation  of  a women’s  committee,  com- 
posed of  the  wives  of  our  members,  that  will 
undertake  to  have  the  greatest  possible  number 
of  children  live  as  guests  of  families  of  the  mem- 
bers who  live  in  the  neighboring  country.  Thus 
they  will  grow  accustomed  to  the  manners, 
language,  personality,  and  ways  of  thinking  and 
living. 

II/ E feel  sure  that  this  relationship  and  tem- 
II  porary  exchange  of  children  will,  if  only  on  a 
small  scale,  contribute  to  an  improvement  of  re- 
lations. And  perhaps,  who  can  tell,  one  of  them 
may  come  to  fill  a high  political  office,  and  our 
society  will  have  attained,  by  this  simple  expedi- 
ent, a very  great  goal,  one  difficult  to  reach  by 
any  other  method. 


In  the  name  of  all  the  Mexican  members  gath- 
ered here,  I extend  thanks  to  you,  our  American 
members,  for  your  efforts  in  deepening  our 
medical  knowledge,  in  sharing  these  days  to- 
gether, and,  above  all,  for  having  made  us  feel 
your  affection  and  esteem.  These  qualities  have 
been  so  thoroughgoing  that  we  have  forgotten 
we  are  in  a strange  country,  rather,  we  have 
felt  ourselves  at  home.  We  are  well  aware  of  the 
effort  you  have  put  forth  to  bring  this  meeting 
about,  and  aware,  too,  of  the  gesture  of  wonder- 
ful courtesy  that  made  it  possible  for  us  to  share 
with  you  the  bread  and  wine  that  symbolize 
friendship. 


On  taking  your  hand,  not  for  good-bye,  but  as 
a solemn  covenant  between  Christian  gentle- 
men, I would  like  to  beg  you,  as  you,  with 
singleness  of  purpose  accept  this  undertaking 
with  us,  to  raise  right  thinking  and  the  concept 
of  the  dignity  of  man  above  the  enclosures  in 
which  they  seek  to  hide,  so  that  at  some  not  too 
distant  date,  the  spirit  of  Him  who  1962  years 
ago  changed  the  rule  of  force  for  that  of  love 
may  indeed  rule  among  men. 

And  at  the  Christmas  season  you,  our  friends, 
will  have  a part  in  the  holy  petition  springing 
forth  from  our  hearts  and  from  our  children  s 
lips  as  we  raise  our  eyes  in  prayer  in  the  warmth 
of  homes  to  which  we  now  must  return. 


mar  un  Comite  de  Damas,  esposas  de  los  miem- 
bros  de  esta  sociedad,  que  se  encargue  de  ar- 
reglar  que  el  mayor  niimero  posible  de  nuestros 
hijos  viva  como  huesped  de  las  familias  de  los 
miembros  del  pais  vecino,  para  que  conozcan 
sus  costumbres,  lenguaje,  modo  de  ser,  modo  de 
pensar  y modo  de  vivir. 


ESTAMOS  seguros  de  que  ese  conocimiento  y 
ese  intereambio  temporal  de  nuestros  hijos  con- 
tribuira,  aunque  sea  en  pequena  parte  a mejorar 
nuestras  relaeiones  y quizas,  porque  no,  en  caso 
de  que  alguno  de  ellos,  en  lo  futuro  llegara  a 
ocupar  algun  puesto  prominente  en  la  politica 
de  alguno  de  nuestros  paises,  nuestra  Sociedad 
habria  logrado,  por  ese  simple  expediente,  una 
meta  muy  grande,  dificilmente  alcanzable  por 
otro  procedimiento. 

A nombre  de  todos  los  miembros  mexicanos 
aqui  presentes  de  nuestra  sociedad  agradezco  a 
ustedes,  miembros  norteamericanos,  lo  que  han 
hecho  para  lograr  que  durante  estos  dias  haya- 
mos  mejorado  nuestros  conocimientos,  hayamos 
convivido  con  ustedes  y hayamos,  sobre  todo, 
sentido  el  afecto  y la  estimation  que  nos  han 
brindado,  que  han  sido  de  tal  manera  eficientes, 
que  han  hecho  olvidarnos  de  que  nos  eneontra- 
mos  en  un  pais  extrano,  habiendonos  sentido 
como  en  nuestra  propia  tierra.  Sabemos  todo  el 
esfuerzo  que  han  des.arrollado  ustedes  para  re- 
alizar  esta  reunion,  y el  gesto  de  exquisita  cor- 
tesia  que  tuvieron  para  que  nosotros  pudieramos 
participar  con  ustedes  del  pan  y del  vino  que 
simbolizan  la  amistad. 

A1  tender  la  mano  a ustedes,  no  es  despedida 
sino  un  pacto  solemne  de  Caballeros  eristianos, 
quiero  pediros  al  aceptar  como  uno  solo,  el  com- 
promise para  con  nosotros  mismos,  de  elevar  por 
sobre  todas  la  murallas  en  que  quiere  envolverse, 
el  recto  pensamiento  y la  dignidad  del  hombre, 
para  que  alguna  vez,  y el  dia  esta  por  llegar,  el 
Espiritu  de  Aquel  que  muy  pronto  cumplira 
1962  anos  de  haber  cambiado  el  regimen  de 
rigor  por  el  de  amor  en  el  mundo,  reine  efecti- 
vamente  entre  los  hombres. 

Y en  esta  Navidad,  desde  el  calor  de  nuestros 
hogares  a donde  regresamos,  al  elevar  nuestro 
espiritu,  ustedes,  nuestros  amigos,  estaran  en  la 
plegaria  purisima  que  brote  al  influjo  de  nuestra 
inspiracion,  de  los  labios  de  nuestros  hijos. 
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uestion: 
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What  is  a 


tranquilaxant? 
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^^Uiswer: 

"A  drug  that  is  both 
a tranquilizer 
and  a muscle  relaxant!' 


TRANCOPAL 

B . brand  of 

chlormezanone 

. 

. n 

: 

is  a tranquilaxant 

■ 

As  a tranquilizer,  TRANCOPAL  (chlormezanone/Win-  sional  drowsiness,  dizziness,  flushing,  nausea,  depression 
throp]  “is  effective  in  the  symptomatic  treatment  of  anxi-  weakness  and  drug  rash.  If  severe,  medication  should 
ety.”1  Its  tranquilizing  properties  are  similar  to  those  of  be  discontinued.  In  most  patients,  however,  side  effects 
other  mild  tranquilizers. J Furthermore,  it  relieves  tension  are  minor  and  do  not  necessitate  interruption  of  treat 
of  both  mind  and  muscle  without  interfering  with  nor-  ment.  There  are  no  known  contraindications, 
mal  activity  or  alertness.  Available:  200  mg.  Caplets®  (green  colored,  scored) 

The  muscle  relaxant  properties2  of  this  drug  provide  100  nig.  Caplets  [peach  colored,  scored),  each  in  bottles 
an  extra  dimension  of  effectiveness... relaxing  the  spasm  of  100. 

which  so  frequently  accompanies  psychogenic  disorders,  Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times 
Hence,  the  total  therapeutic  effect  of  TRANCOPAL  (chlor-  daily;  in  some  patients  100  mg.  three  or  four  times  daily 
mezanone/Winthrop)—  a true  “tranquilaxant”- is  to  pro-  suffices.  Children  (5  to  12  years),  from  50  to  100  mg.  three 
duce  a relaxed  mind  in  a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3 per  cent 
of  patients  develop  side  effects  with  TRANCO- 
PAL (chlormezanone/Winthrop),  such  as  occa- 
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or  tour  times  daily. 

References : 1,  A.M.A.  Council  on  Drugs 
J.A.M.A.  183:469  (Feb.  9)  1963.  2.  Gruenberg 
F.:  Curr.  Ther.  Res.  2;1  (Jan.)  1960. 


throughout  the  wide  middle  range  of  pain  — control 

with  one  analgesic  PERCODAN  tablets 

C Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC) 

In  a comprehensive  range  of  indications  marked  by  moderate  to  moderately 
severe  pain,  Percodan  assures  speed,  duration,  and  depth  of  analgesia  by 
the  oral  route...  acts  within  5 to  15  minutes ...  usually  provides  uninterrupted 
relief  for  6 hours  or  longer  with  just  1 tablet ...  rarely  causes  constipation. 


Formula  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homatropine  terephthalate,  224  mg.  acetyl- 
salicylic  acid,  160  mg.  acetophenetidin,  and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan 
formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all 
states  where  laws  permit.  Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications— Al- 
though generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan 
should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and 
in  those  with  blood  dyscrasias.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 
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William  Brooks  Steen, 


Seventy-second  President 

The  Arizona  Medical  Association 


»R.  WILLIAM  Brooks  Steen  became  the  72nd 
president  of  The  Arizona  Medical  Associ- 
ation at  its  annual  meeting  May  1-4,  1963. 

Dr.  Steen,  a native  of  Illinois,  has  lived  in 
Arizona  since  1937  when  he  came  to  the  Desert 
Sanatorium,  now  Tucson  Medical  Center,  as  an 
associate  physician.  He  was  resident  physician 
at  Pima  County  General  Hospital  in  1938,  and 
has  practiced  at  the  Tucson  Clinic,  116  North 
Tucson  Boulevard,  since  1939. 

A member  of  26  local,  state  and  national 
medical  groups,  Dr.  Steen  has  held  many  posi- 
tions of  leadership. 

He  has  long  been  active  in  association  affairs 
on  both  a county  and  state  level.  He  was  presi- 
dent of  the  Pima  County  Medical  Society  in 
1955,  and  was  director  for  the  southern  district 
of  the  association  from  1956  to  1962,  when  he 
was  elevated  to  president-elect. 

Dr.  Steen  was  an  instructor  in  anatomy  at  The 
University  of  Chicago  from  1926  to  1931,  and 
is  the  author  of  eight  published  medical  papers. 

Dr.  Steen  was  chief  of  staff  at  St.  Mary’s  Hos- 
pital, Tucson,  in  1955.  He  was  president  of  the 
City  of  Tucson-Pima  County  Board  of  Health 
from  1952  to  1956,  president  of  the  Navajo 
Health  Association  from  1955  to  1956,  and  of 
the  Arizona  Chapter  of  the  American  College 
of  Chest  Physicians  from  1958  to  1961.  Since 
1947,  he  has  been  an  attending  allergist  at  the 
Veterans  Administration  Hospital,  and  has  been 
a member  of  the  State  of  Arizona  Hospital  Ad- 
visory Survey  and  Construction  Council  since 
1957.  Since  1961  he  has  been  a regent  of  the 
American  College  of  Allergists. 

Dr.  Steen  is  now  the  medical  director  of  Osh- 
rin  Hospital,  Tucson;  medical  director  for  the 
Elks  State  Association  Hospital,  Tucson;  and 
the  medical  director;  member  of  the  board 
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of  directors,  and  member  of  the  Executive 
Committee  of  the  National  Foundation  for 
Asthmatic  Children. 

From  1942  to  1946,  Dr.  Steen  was  a major  in 
the  Medical  Corps  of  the  U.S.  Army.  In 
1942,  he  was  married  to  Miss  Rose  Thacker,  of 
Gulfport,  Mississippi.  Their  son,  William  Brooks 
Steen,  lives  with  them  at  3242  East  Fifth  Street, 
Tucson. 

He  was  certified  in  1947  by  the  American 
Board  of  Internal  Medicine.  At  present,  Dr. 
Steen  specializes  in  internal  medicine  and  al- 
lergy. He  is  on  the  staff  of  Tucson  Medi- 
cal Center,  Pima  County  Hospital,  St.  Joseph’s 
Hospital,  and  on  the  governing  staff  of  St. 
Mary’s  Hospital. 

Arma’s  new  president  is  a fellow  of  the 
American  College  of  Physicians,  American  Col- 
lege of  Chest  Physicians,  American  Academy 
of  Allergy,  American  College  of  Allergy,  and 
the  American  Association  for  Advancement 
of  Science. 

MONG  other  medical  organizations  to  which 
he  belongs  are  the  Arizona  Trudeau  Society, 
Arizona  Society  of  Internal  Medicine,  American 
Society  of  Internal  Medicine,  Arizona  Society 
of  Allergy,  Arizona  Academy  of  Science,  and 
Sigma  Xi. 

His  fraternities  are  Beta  Theta  Pi  and  Nu 
Sigma  Nu. 

Born  July  14,  1904  in  Joliet,  Illinois,  Dr.  Steen 
is  the  son  of  the  late  Earl  R.  Steen,  a surgeon, 
and  Sarah  Lavinia  Brooks  Steen.  He  received 
his  preliminary  education  in  Joliet  and  attended 
Joliet  Junior  College.  In  1926,  he  was  graduated 
with  a bachelor  of  science  degree  from  The  Uni- 
versity of  Chicago,  and  in  1931  he  was  gradu- 
ated with  the  medical  degree  and  doctor  of 
philosophy  from  The  University  of  Chicago. 

Following  his  internship  and  residency  at 
Cook  County  Hospital,  Chicago,  he  was  assist- 
ant, Department  of  Medicine,  at  the  University 
of  Chicago  until  1937,  when  he  moved  to 
Arizona. 

Social  organizations  of  which  Dr.  Steen  is  a 
member  include  the  Old  Pueblo  Club  and  the 
Tucson  Country  Club.  He  is  a Democrat,  and  is 
a member  of  the  Trinity  Presbyterian  Church. 

An  enthusiastic  collector  of  coins  and  rifles, 
Dr.  Steen  enjoys  model  railroading  and  primera 
alta. 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  ' MAin  3-0583 


May,  1963 


oo  \ 

oo  A 


V>  p 


r 


ill 


I gPI-W 

i; 


WMm. 

WMttm 


Solfotori 

for  mild , continuous  sedation 
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£?ach  tablet  (or  capsule)  contains  1 6 
mg.  phenobarbital  blended  with  65  mg. 
Bensulfoid®.  The  Bensulfoid  is  an  inert  diluent 
present  to  permit  slow  absorption  of  the 
phenobarbital.  The  usual  dosage  is  one  tablet 
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Editorials 


Education  and  the  Freedom  of  Man 


(A  review-editorial  of  a presentation  by 
Deane  W.  Malott,  President  of  Cornell  Univer- 
sity, 58th  Annual  Congress  on  Medical  Educa- 
tion, February  1962,  JAMA,  Vol.  180,  No. 
11:936-939,  1962.) 

History  shows  the  democratic  form  of 
government  to  be  on  the  ivhole  the  most 
hazardous,  the  most  short-lived  in  mans 
long  struggle  to  escape  tyranny, 

so  stated  Deane  W.  Malott,  President  of  Cornell 
University,  in  an  excellent  brief  discussion. 

It  is  the  author’s  opinion  that  if  our  freedom 
is  to  be  maintained,  the  common  man  must  be 
educated  in  many  directions. 


Out  of  the  inexorable  stream  of  change, 
our  progress,  our  security , even  our  salva- 
tion, now  depend,  not  on  our  land  power, 
sea  power,  or  air  power,  those  traditional 
bastions  of  defense  and  freedom  — but  on  a 
subtler  and  stronger  force  — the  power  of 
higher  education  to  educate  a literate  citi- 
zenry to  deal  with  these  problems  . . . 

In  the  times  we  are  requested  to  delegate  the 
financing  of  education  to  the  federal  govern- 
ment, with  the  inevitable  control  which  would 
follow,  we  must  establish  as  citizens  proper 
checks  and  balances  by  an  informed  and  intelli- 
gent electorate  who  cares  enough  about  what 
happens  to  be  stimulated  into  action. 

President  Malott  relates  that  our  danger  lies 
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not  so  much  in  our  failure  of  the  technical  skills 
or  military  might,  but, 

. . . rather  in  the  fact  that  we  may  become 
indifferent  voters,  slither  by  default  into 
the  snares  of  demagoguery,  allow  by  subtle 
erosion  the  forces  of  a managed  society  to 
creep  ever  deeper  into  our  political  and  eco- 
nomic structure. 

The  people  of  this  republic  must  be  properly 
and  factually  guided  with  leadership,  under- 
standing, tolerance,  selflessness  and  dedication, 
because,  as  he  states : 

Unless  we  can  do  this,  promptly  and  ag- 
gressively, we  may  find  on  some  not  too 
distant  day  that  our  problems  have  outrun 
our  abilities. 

More  intelligent  people  must  be  attracted  into 
the  teaching  profession  if  we  accomplish  the 
proper  goals  of  our  schools. 

Teaching  must  somehow  be  attractive ; sal- 
aries must  be  increased;  better  facilities 
must  be  provided. 

The  author  calls  our  attention  to  the  facts 
that  tax  dollars  flowing  into  higher  education 
become  more  and  more, 


Today  almost  every  private  university  in 
the  country  is  already  inextricably  depend- 
ent upon  federal  support,  under  an  erosion 
of  federal  crash  programs  designed  for 
other  purposes  than  the  support  of  educa- 
tion itself. 

This  statement  is  worthy  of  re-reading  now  so 
that  we  broaden  our  conception  of  what  he  be- 
lieves is  happening.  The  President  of  Cornell 
University  concluded  that: 

The  solutions,  in  turn,  depend  upon  whether 
you,  and  other  intelligent  and  educated 
people  in  our  society,  will,  in  dedication 
and  understanding,  put  their  shoulders  to 
the  wheel. 

President  Malott  acknowledges  that  the  lead- 
ership in  guiding  our  Republic  lies  squarely  on 
our  educational  institutions.  However,  he  real- 
izes that  help  is  needed  and  in  a somber  reflec- 
tion requests  that  we  accept  our  social  responsi- 
bilities in  this  essential  education: 

...  we  (educators)  cannot  exempt  the  med- 
ical profession,  those  practising  physicians 
and  medical  educators,  from  their  share  of 
leadership  in  the  world  of  affairs.  There 
are  too  few  left,  of  we  excuse  all  of  you. 


. . . under  the  aegis  of  caring  for  the  na- 
tions health,  or  for  the  scientific  require- 
ments of  the  Department  of  Defense,  or 
the  welfare  of  the  underprivileged,  or  for 
the  staffing  of  better  teachers  in  secondary 
schools,  or  for  assuring  the  country’s  youth 
of  equal  educational  opportunities. 

It  is  most  alarming  that  we  are  faced  not  only 
with  the  above  statement  but  also: 


Leslie  B.  Smith,  M.D. 
Assistant  Editor 
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Trocinate 


Brand  of  Thiphenamil  HC1. 
FOR  DIVERTICULITIS,  MUCUS  COLITIS, 

IRRITATIVE  DIARRHEA , IRRITATIVE  URETERITIS, 
BLADDER  SPASM 

J^rocinate  is  a musculotropic  antispasmodic  with 
no  appreciable  anticholinergic  action.  It  relieves 
spasms  of  the  lower  bowel  and  genito -urinary 
tract  by  direct  action  on  the  contractile  mech- 
anism of  smooth  muscles.  The  absence  of  any 
appreciable  action  on  the  autonomic  nervous 
system  eliminates  the  usual  side-effects.  It  may 
be  safely  used  in  glaucoma.  Each  tablet  con- 
tains 100  mgs.  Trocinate  HC1. 

Usual  Dosage  : 2 tablets,  4 times  a day.  Main- 
tenance dosage  is  frequently  lower. 

Dispensed  in  bottles  of  40  and  250  tablets. 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 

Manufacturers  of  ethical  pharmaceuticals  since  1856 


. ■■ 
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If  you  don't  have  fluoride 
in  your  water ... 
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...  you  should  know  ubout  new 
Vi-Daylin3 * * * * * 9  w /Fluoride  with  entrapped.  flavor 


The  evidence  is  in.  More  than  8,000  published  reports  verify  the  effectiveness  and  safety  of  fluoride  as 
prophylaxis  against  dental  caries.  Yet  most  communities  today  are  still  without  water  fluoridation. 

If  you  are  in  such  an  area,  new  Vi-Daylin  w/Fluoride  is  an  almost  ideal  means  of  supplementation 
for  children.  For  three  reasons: 

1.  Each  tablet  contains  the  equivalent  of  1 mg.  fluoride.  This  is  the  amount  suggested  for  children 
three  and  over  by  the  American  Dental  Association.*12 

2.  As  in  regular  Vi-Daylin  Chewable,  your  patient  gets  the  benefit  of  entrapped  flavor.  This  ingenious, 
double-coating  process  permits  complete  entrapment  of  raw  vitamin  tastes  and  odors — and  keeps 
delicate  flavoring  oils  fresh  until  the  moment  of  use.  Result:  A tablet  that  tastes  like  citrus  candy. 

3.  Sweetened  with  sugar-free  Sucaryl®.  Because  Sucaryl  is  non-nutritive,  it  will  not 

bacteria  to  form  acids  in  the  mouth. 

Cost?  No  more  than  regular  Vi-Daylin  Chewable  in  economical  bottles  of  100. 

1.  Prescribing  Supplements  of  Dietary  Fluorides,  Council  of  Dental  Therapeutics,  J.A.D.A.,  56:591,  April,  1958. 

2.  Fluoride  Compounds,  Accepted  Dental  Remedies,  27th  Ed.:139,  1962. 

VI-DAYLIN  w/FLUORIDE— Multivitamins  with  Fluoride.  SUCARYL— Abbott’s  Non-Caloric  Sweetener. 

*ln  areas  where  drinking  water  is  substantially  devoid  of  fluoride. 
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Lifts  depression. 


“I  feel  like  my  old  self  again!”  Thanks  to 
your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 
and  interest  have  replaced  her  emotional  fatigue. 


as  it  calms  anxiety 

Brightens  mood... relaxes  tension 


Energizers  may  stimulate  the  depressed 
patient,  but  they  often  aggravate  anxiety  and 
insomnia.  Tranquilizers  may  help  the  anxious 
patient,  but  they  often  deepen  depression  and 
emotional  fatigue. 

‘DeproP  avoids  these  “seesaw”  effects;  it  re- 
lieves both  depression  and  anxiety.  Moreover, 
it  does  not  cause  liver  damage,  psychotic  reac- 
tions or  changes  in  sexual  function. 

Product  Information : ‘DeproP  is  indicated  for 

0 

■ 

Energizers 


depression,  especially  when  accompanied  by 
anxiety,  tension,  agitation,  rumination  or  in- 
somnia. Slight  drowsiness  and,  rarely,  allergic 
reactions,  due  to  meprobamate ; and  occasional 
dizziness  or  feeling  of  depersonalization  in 
higher  dosage,  due  to  benactyzine,  may  occur. 
Meprobamate  may  increase  effects  of  exces- 
sive alcohol.  Use  with  care  in  patients  with 
suicidal  tendencies.  Consider  possibility  of  de- 
pendence, particularly  in  patients  with  history 
of  drug  or  alcohol  addiction.  Withdraw  gradu- 
ally after  prolonged  use  at  high  dosage. 


relieve  depression 


Tranquilizers 
reduce  anxiety 


Usual  Dosage:  1 tablet  q.i.d.  May  be 
increased  gradually,  as  needed,  to  3 
tablets  q.i.d.;  with  establishment  of 
relief,  may  be  reduced  gradually  to 
maintenance  levels. 


‘Deprol’both  lifts  depression  and  calms  anxiety 


‘Deprol1 

meprobamate  400  mg. 
+ benactyzine  1 mg. 
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WALLACE  LABORATORIES / Cranbury,  N.J. 


pllisoDan 


New  pHisoDan  provides  the  exceptionally  beneficial 
antibacterial  and  the  powerfully  detergent  actions  of 
pHisoHex  (with  hexachlorophene  3%)  combined  with 
the  penetrating,  keratolytic  and  fungicidal  actions  of 
a specially  prepared  dermatologic  sulfur  (5%)  and 
sodium  salicylate  (0.5%).  By  a multiple  therapeutic 
approach,  pHisoDan  quickly  eliminates  dandruff,  sebor- 
rheic scales,  excessive  oiliness  or  dryness  and  itching 
of  the  scalp.  Because  pHisoDan  contains  pHisoHex,  it 
cleans  hair  thoroughly  and  keeps  the  scalp  freer  of 
bacteria.  It  is  also  valuable  in  folliculitis,  pyodermas  and 

^Trademark  fData  in  the  files  of  Research  Department,  Sterling  Winthrop  Institute 

WINTHROP  LABORATORIES,  NEW  YORK  18,  N.  Y. 


pustular  eruptions  of  the  scalp.  In  1062  patients  with 
seborrhea  of  the  scalp  (both  sicca  and  oleosa),  treated 
by  86  dermatologists,  excellent  or  good  results  were 
obtained  with  pHisoDan  in  more  than  90%. t Mild,  gentle 
and  with  a pH  adjusted  to  that  of  the  skin,  pHisoDan  is 
nontoxic  and  nonirritating  when  used  as  directed.  It 
does  not  stain  or  sting.  pHisoDan  should  be  used  two  or 
three  times  weekly  until  improvement  is  noted,  there- 
after once  a week  or  as  needed. 

Available  in  43A  oz.  squeeze  bottles.  Consult  Winthrop 
literature  for  additional  information. 


pHisoHex,  trademark,  reg.  U.S.  Pat.  Off. 
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in  alcoholism:  vitamins  are  therapy 


A full  “comeback”  for  the  alcoholic  is  partly  dependent  on  nutritional  balance... 
aided  by  therapeutic  allowances  of  B and  C vitamins.  Typically,  the  alcoholic  patient 
is  seriously  undernourished . . .from  long-standing  dietary  inadequacy,  from  deple- 
tion of  basic  reserves  of  water-soluble  vitamins. 


FOR  PROFESSIONAL 


rr 

* 

~~1 

Each  capsule  contains:  Vitamin  Bj  (Thiamine  Mononitrate)  ...  10  mg.  / Vitamin  B2  (Riboflavin)  ...  10  mg.  / Niacinamide... 
100  mg.  / Vitamin  C (Ascorbic  Acid)  ..  . 300  mg.  / Vitamin  Bf,(PyridoxineHCI)...2mg.  / Vitamin  B|  2 Crystalline  ..  . 
4 mcgm.  / Calcium  Pantothenate ...  20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder"  jars  of  30  and  100. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 
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M.D. 
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»R.  Thomas  W.  Woodman  was  born  in  Bisbee, 
Arizona  62  years  ago  this  past  February. 
His  father  was  general  superintendent  of  mines 
for  the  Phelps-Dodge  Corporation  there. 

In  1911  the  family  moved  to  Phoenix  where 
Tom  attended  Phoenix  Union  High  School,  and 
later  Stanford  University,  The  University  of  Chi- 
cago, and  Rush  Medical  College,  where  he  was 
graduated.  He  interned  at  Cook  County  Hospi- 
tal and  served  his  residency  in  surgery  at  King’s 
County  Hospital  in  New  York. 

For  a time  Tom  was  associated  with  Dr.  Wil- 
liam Sweek  in  Phoenix,  and  later  practiced  solo 
until  he  became  associated  with  Dr.  Dwight 
Porter.  It  was  my  privilege  to  serve  with  Tom 
overseas. 

The  following  appeared  in  “Round-up”  and  it 
would  seem  appropriate  to  reproduce  it  in 
Arizona  Medicine: 

Tom  Woodman  was  a most  courteous,  kind 
and  considerate  person.  He  was  gentle  with 
his  patients,  the  nurses,  his  subordinates  and 
his  peers.  Never  did  he  utter  a sarcastic  re- 
mark or  criticism  to  a student,  who,  fearful 
and  new  to  the  operating  room,  found  herself 
inept,  inefficient  and  frightened.  Always  he 
had  a warm  word  of  reassurance  and  encour- 
agement. 

He  had  true  empathy  with  his  patients, 
who  felt  that  if  Dr.  Woodman  was  there,  ev- 
erything would  be  all  right;  and  usually 
everything  was.  When  he  couldn’t  bring  heal- 
ing, he  brought  comfort.  He  always  placed 
the  art  of  medicine  and  his  patients  above 
every  personal  consideration. 
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Good  humor  was  a characteristic  of  Tom’s. 
A dour  expression  and  a melancholy  visage 
was  completely  foreign  to  him.  He  liked  to 
laugh  and  did  a great  deal  of  it. 

Time  was  precious  to  him,  but  he  always 
had  enough  of  it  to  counsel  an  intern  or  a 
colleague,  to  do  a favor,  or  participate  in  med- 
ical staff  work.  He  gave  of  himself  unstinting- 
ly,  and  the  day  was  always  brighter  if  one 
did  a surgical  case  or  had  a cup  of  coffee  in 
the  morning  with  him. 

Overseas  in  World  War  II,  Tom  was  chief 
of  surgery  and  chief  of  professional  services 
of  the  99th  General  Hospital.  At  times  he  was 
chief  of  a mobile  surgical  team  that  would  be 
attached  to  an  evacuation  hospital,  working 
in  conjunction  with  a clearing  station,  and 
frequently  during  those  days  he  would  go  for 
three  days  and  nights  without  more  than  a 
cat  nap  which  he  would  snatch  on  a litter 
between  cases. 

He  was  known  to  all  and  sundry  by  the  not 
implausible  title  of  “the  biggest  colonel  in  the 
world.”  Everyone  from  the  hospital  command- 
ing officer  to  the  lowest  private  was  devoted 
to  him,  and  when  he  developed  pneumonia 
and  had  to  be  evacuated  to  England,  the  per- 
sonnel of  the  99th  were,  to  use  their  expres- 
sion, “fractured.”  When  he  happily  returned 
after  recovery,  a great  celebration  was  held— 
an  event  unique  in  a command  where  officers 
came  and  went  routinely. 

During  the  regular  army  hospital  command- 
er’s frequent  absences,  Tom  assumed  com- 
mand of  the  hospital,  and  during  those  times 


there  was  never  a problem  with  discipline  or 
morale  in  spite  of  his  nonmilitary  bent. 

Once  during  a lull  in  casualties,  Tom  ar- 
ranged a “Field  Day"  in  the  town  of  Verdun, 
France,  where  the  hospital  happened  to  be. 
This  was  to  include  a ball  game  between  the 
officers  and  enlisted  men,  sack  races,  pie-eat- 
ing contests  and  the  usual  hot  dogs  and  ham- 
burgers. By  mistake  the  crew  he  sent  to  clear 
the  arranged-for  field  for  the  athletic  contests 
got  into  the  wrong  field  and  mowed  down  the 
French  mayor’s  new  crop  of  wheat. 

Although  Tom  didn't  speak  French  and  the 
mayor  didn’t  speak  English,  His  Honor  was 
convinced  in  one  of  the  most  humorous  inter- 
views imaginable  that  everyone  from  General 
Eisenhower  to  President  Roosevelt  regretted 
the  incident.  An  international  crisis  had  been 
handled. 

Whether  you  were  working  with  Tom  in 
the  hospital  or  going  “up  front”  for  evacua- 
tion work,  or  later  after  the  war,  working  with 
him  at  home  or  perhaps  going  fishing  or  to 
some  out-of-state  surgical  meeting,  it  was  a 
warm  and  rewarding  experience  to  be  in  his 
company. 

Truly  this  considerate,  kind,  unselfish  and 
gentle  man  served  his  God,  his  country  and 
his  profession  with  cheerfulness  and  devotion. 
He  leaves  many,  many  friends  and  patients 
who  are  the  richer  because  of  him. 

The  word  “physician”  assumes  all  of  its 
connotations  and  meaning  when  applied  to 
Dr.  Thomas  Woodman. 

Paul  B.  Jarrett,  M.D. 
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Sustained 

high-level  protection 
in  peptic  ulcer 

all  day 
P all  night 


with  b.  i.  d.  dosage 

PRO-BANTHINE  P.  A'. 


Brand  of  PROPANTHELINE  Bromide 

Prolonged- Acting  Tablets -30  mg. 


Pro-Banthlne  P.A.  provides  the  full  anticholinergic  benefit 
of  Pro-Banthlne®  plus  the  greater  convenience  and  more 
consistent  therapeutic  effect  of  a long-acting  dosage  form. 

Asher1  has  summarized  the  advantages  of  prolonged- 
action  dosage  forms:  “First,  they  should  be  of  great  value  in 
the  suppression  of  night  acid  secretion  in  the  ulcer  patient. 
Also,  in  the  ulcer  patient,  with  high  acid  secretion  during 
the  day  these  drugs  should  be  of  help  when  used  with  regu- 
lar doses  of  shorter-acting  anticholinergic  agents.  A third 
application  is  in  the  chronic  treatment  of  certain  patients 
whose  tendency  to  recurrent  ulcer  has  been  established.” 
Pro-Banthlne  P.A.  offers  consistent,  sustained  anticholin- 
ergic effects  for  more  consistent  suppression  of  acid  secre- 
tion and  motility  on  simple  twice  or  thrice  daily  dosage  in 
most  patients. 

e.  d.  SEARLE  & CO. 

CHICAGO  80,  ILLINOIS 

Research  in  the  Service  of  Medicine 


Suggested  Adult  Dosage: 

One  tablet  at  bedtime  and  one  in  the 
morning,  supplemented,  if  necessary,  by 
additional  tablets  of  Pro-Banthlne  P.A. 
or  standard  Pro-Banthlne  to  meet  indi- 
vidual requirements. 

Pro-Banthine  P.A. 

is  supplied  as  capsule-shaped,  peach- 
colored  tablets  of  30  mg.  each. 

Contraindications: 

Glaucoma;  severe  cardiac  disease. 

Possible  Side  Actions: 

Xerostomia,  mydriasis  and,  occasionally, 
hesitancy  in  urination.  Theoretically,  a 
curare-like  action  may  occur. 


1.  Asher,  L.  M.:  The  Choice  of  Anticholinergic  Drugs 
in  the  Treatment  of  Functional  Digestive  Diseases, 
Amer.  J.  Dig.  Dis.  -4.-260-275  (April)  1959. 
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Board  of  Medical  Examiners 

THE  Board  of  Medical  Examiners  of  the  State 
of  Arizona,  at  a regular  meeting  held  Satur- 
day, January  19,  1963,  issued  certificates  to  prac- 
tice medicine  and  surgery  in  this  state,  to  the 
following  doctors  of  medicine: 

Ashley,  Byron  John  (Oph),  2831  Burlingame 
Rd.,  Topeka,  Kansas. 

Baker,  Lyle  Andrew  (I),  Veterans  Adminis- 
tration Hospital,  Tucson,  Arizona. 

Birss,  James  Whitelaw  (PH),  P.O.  Box  1081, 
Mesa,  Arizona. 

Boyd,  William  Adam  (Anes),  Irwin  U.S.A. 
Hospital,  Fort  Riley,  Kansas. 

Boyett,  Eleanor  Sue  (Anes),  2515  North  48th 
St.,  Phoenix,  Arizona. 

Breck,  Louis  William  (Or),  1220  N.  Stanton 
St.,  El  Paso,  Texas. 

Brunton,  Robert  Ira  (GP),  3817  North  50th 
Place,  Phoenix,  Arizona. 

Bunch,  Jr.,  John  Rowin  (GP),  1303  Grand 
Avenue,  Laramie,  Wyoming. 

Buxer,  Joseph  (ObG),  1702  E.  Berridge  Lane, 
Phoenix,  Arizona. 

Dangremond,  Gerrit  (GS),  233  Witchwood 
Lane,  Lake  Bluff,  Illinois. 

Davis,  Jr.,  Milton  (GP-Anes),  San  Manuel 
Hospital,  San  Manuel,  Arizona. 

Davison,  Judson  Adelbert  (Path),  2224  E. 
Cheery  Lynn  Rd.,  Phoenix,  Arizona. 

De  Francesco,  Salvatore  Jerry  (ObG),  3834 
W.  Augusta  Avenue,  Phoenix,  Arizona. 

Duley,  Jr.,  Norman  Douglas  (GP),  6962  E. 
Hayne  Place,  Tucson,  Arizona. 

Edwards,  Henry  Swanson  (PM),  Veterans 
Administration  Hospital,  Tucson,  Arizona. 

Ensor,  Robert  Dale  (GP),  Luke  AFB,  Arizo- 
na. 

Fosdick,  William  McGuffey  (I),  2615  Girard, 
Evanston,  Illinois. 

Fraiberg,  Paul  L.  (GP),  12950  W.  Chicago, 
Detroit,  Michigan. 

Greenblatt,  Gordon  Michael  (Anes),  1640 
Chestnut  Avenue,  Winter  Park,  Florida. 


Handley,  James  Mark  (Path),  1013  N.  Isabel, 
Glendale,  California. 

Hanna,  Richard  Ewert  (Anes),  539  Westview 
Drive,  University  City,  Missouri. 

Hanson,  Victor  Robert  (GP-GS),  116  E.  Ma- 
ley  Street,  Willcox,  Arizona. 

Harrison,  Harmon  Gene  (S),  345  South  East- 
bourne Dr.,  Tucson,  Arizona. 

Hirsch,  Robert  Stephen  (I),  7325  Calle  Ken- 
yon, Tucson,  Arizona. 

Hopkins,  James  Garvey  (TS),  8508  East  Kent 
Place,  Tucson,  Arizona. 

Jean,  Chit-Kui  (Pd),  Pediatric  Br.,  USAF 
Hosp.,  Sheppard  AFB,  Texas. 

Johnson,  Helen  (Pd),  Rt.  8,  Box  87.  Tucson, 
Arizona. 

Kane,  Frederick  James  (P),  530  Marshall  Av- 
enue, Pittsburgh,  Pennsylvania. 

Kaye,  Anna  Lawrence  (GP),  13227  Ave.  Joan 
D’Arc,  Phoenix,  Arizona. 

Keuter,  Juan  Rene  (Anes),  1234  Franklin 
Road,  S.W.,  Roanoke,  Virginia. 

Kintner,  Marion  Eberly  (GP),  Payson  Clinic- 
Hospital,  Payson,  Arizona. 

Kollar,  Jr.,  Edward  Joseph  (P),  UCLA  Med- 
ical Center,  Los  Angeles,  California. 

Lame,  Louis  Al.  (Pd),  2028  Chestnut  Boule- 
vard, Cuyahoga  Falls,  Ohio. 

Lampros,  George  William  (S),  81  Manzanita 
Avenue,  San  Francisco,  California. 

Lehmiller,  Karl  Louis  (GP)  , 704  Peoples 
Merchants  Trust  Bldg.,  Canton,  Ohio. 

Levin,  David  M.  (GP),  431  S.  Alvernon,  Tuc- 
son, Arizona. 

Lim,  Thomas  P.K.  (I),  Tucson  Medical  Cen- 
ter, Tucson,  Arizona. 

Lovett,  Vernor  Floyd  (GS),  Box  16,  USAF 
Hospital,  Travis  AFB,  California. 

Mathiasen,  Henning  William  (GP),  321  Park 
Avenue,  Council  Bluffs,  Iowa. 

Miller,  Keith  Eugene  (GP),  108  S.  Hazel, 
Agency,  Iowa. 

Mundall,  Stanley  Lester  (GP),  U.  S.  Army 
Hospital,  Fort  Huachuca,  Arizona. 

Neber,  Jacob  (I-Hematology),  1680  Meridian 
Ave.,  Miami  Beach,  Florida. 
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O’Connor,  Jr.,  Charles  Andrew  (GP),  231 
LeGrand  Boulevard,  Aurora,  Illinois. 

Partipillo,  Anthony  Victor  (S),  30  North 
Michigan  Avenue,  Chicago,  Illinois. 

Poore,  Henry  Wayne  (GP),  Box  25,  Virgili- 
na,  Virginia. 

PvOose,  fa.,  Arthur  Eugene  (Ob),  901  Wood 
Street,  Pittsburgh,  Pennsylvania. 

Ryerson,  Sterling  Jay  (ObG),  350  West 
Thomas  Road,  Phoenix,  Arizona. 

Sampsel,  John  Joseph  (S),  2900  South  Sixth 
Avenue,  Tucson,  Arizona. 

Serbin,  Arnold  Leon  ( I ) , 3269  Sepulveda 

Boulevard,  Los  Angeles,  California. 

Sharp,  Richard  Paul  (Anes),  PHS  Indian 
Hospital,  Claremore,  Oklahoma. 

Snyderman,  Henry  (N-P),  835  North  Alver- 
non.  Apt.  109,  Tucson,  Arizona. 

Steckl,  Liselotte  Ruth  S.  (Pd),  1326  North 
66th  Street,  Scottsdale,  Arizona. 

Stone,  Howard  Haim  (Oph),  416  N.  Bedford 
Drive,  Beverly  Hills,  California. 

Sullivan,  James  Lrancis  (GP),  1550  East  In- 
dian School  Rd.,  Phoenix,  Arizona. 

Teague,  Robert  Cole  (GP),  2536  North  3rd 
Street,  Phoenix,  Arizona. 

Thomas,  William  Jennings  (GP),  P.O.  Box 
71,  Virgilina,  Virginia. 

Thorpe,  George  Lawrence  (GP),  1148  S.  Hill- 
side, Wichita,  Kansas. 

Torricelli,  William  Victor  (GP-S),  607  East 
Clay  Street,  Mt.  Pleasant,  Iowa. 

Ullery,  John  Calvin  (ObG),  410  W.  10th 
Avenue,  Columbus,  Ohio. 

Viren,  Lred  Kenneth  (I),  Base  Hospital, 
Eairchild  ALB,  Washington. 

White,  Charles  Paul  (GP-S),  10845  Lairway 
Court  West,  Apt.  102,  Sun  City,  Arizona. 

Wolfe,  Kenneth  Phillip  (GP),  510  Prospect, 
Alma,  Michigan. 

Worthen,  Willard  Frank  (GP),  601  South 
Harbor  Blvd.,  Anaheim,  California. 
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In  your  busy  night-and-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 


Yet  face  it  you  must  for  the 
sake  of  your  family. 
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We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 


Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  group-judgment  of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  your  Will. 


TRUST  DEPARTMENT 

Security  Building,  Phoenix 

Resources  $825  Million 


Hungry  for  flavor?  Tareyton’s  got  it! 


Flavor  you  never  thought  you’d  get  from  any  filter  cigarette! 


You’ll  never  know  how  satisfying  filter  smoking  Dual  Filter  brings  out  the  best  taste  of  these  choice 

can  be  until  you  try  Tareytons.  Fine,  flavor-rich  tobaccos.  Sound  too  good  to  be  true?  Pick  up 

tobaccos  go  into  each  Tareyton.Then  the  famous  a pack  of  Tareytons  today  and  see  for  yourself. 


-3  c 


mm? 


DUAL  FILTER  ^ 

Product  of  <J&  J’/mnuean  tjo^etxy-^crrryuiny  — is  our  middle  name  © 


Tareyton 

' — <Ju£xc£o-  is  our  middle  name  © * r.  o. 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL- 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


JZj  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 
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POST-EZE  SYSTEMS  ARE  fl 
AVAILABLE  FOR:  - 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE-  PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 


POST  simplified  plans  save 
up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


PRINTING  • LITHOGRAPHY  • ROTARY 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAin  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Corfaro,  Aril. 


ROBERT  l.  BEAL.  M.D 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D 


HAL  J.  BREEN,  M.D 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M.D 


THOMAS  F.  KRUCHEK,  M.D 


HAROLD  E.  McNEELY,  Ph.D 


ROBERT  C.  SHAPIRO,  M.D 


WILLIS  L.  STRACHAN,  M.D 


ROY  WORTHEN,  M.D 


iatry  and  neuro/q , 


clinical  psychology 
psychiatric  social  work 

and  family  counselling 


AM  4-4111 
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Laboratories 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  RADIOLOGY 

MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


Iflecfical  Center  K-(day  and  Clinical  taberatcrif 

1818  Nsrth  2ad  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

PrctfeJJicnal  K-£aif  and  Clinical  iabwatm) 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


n tScottsJale  call 

Lute's  Scottsdale  Pharmacy 


For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Katharine's  Craycroft  Center 

1020  North  Woodland  Blvd.— P.  O.  Box  12427 
Tucson,  Arizona 
Phone  793-9381 
(Res.)  325-3680 

• General  Medical 

• Orthopedic  • Medical  Doctor 

• Post-Operative  of  Your  Choice 

• Acute  or  Chronic 

• Convalescent  * Non-Sectarian 

• Geriatric 

Admittance  by  Doctors  of  Medicine  Only 

80  Bed  Capacity  — Complete  P.  T.  Department 
Dining  Room  Beauty  Shop 

Deluxe  Accommodations 

Katharine  C.  Schmid  Charles  H.  Schmid 

Former  owners  — Co-administrators,  Hillcrest  Medical  Center 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Globe  - Miami 
Casa  Grande  - Wickenburg 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses"  Professional  Registry 

703  Professional  Bldg.  — Phoenix  — AL  4-4151 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 

CALL  EA  7-7471 

At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 
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Physicians’  Directory 


ALLERGY 

E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 
Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.,  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D., 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  — Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-621 1 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 


LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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RADIOLOGY 


R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomare  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 

DELBERT  L.  SECRIST  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  12th  Street 
Phoenix,  Arizona 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  call 

AM  4-0221 

for 

FREE 

Home  Delivery 


The  purest  water  available. 
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Classified 


Surgeon-GP  desires  to  relocate  in  Arizona  be- 
cause of  climate.  Prefers  town  of  about  15,000 
with  hospital  needing  someone  primarily  in- 
terested in  surgery;  49  years  old,  20  years  in 
practice  and  Fellow  of  I.C.S.  Reply  Box  63-1-4, 
Arizona  Medicine. 


BUTLER'S  REST  HOME 

• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 

802  N.  7th  St.  Phoenix,  Arizona 

Telephone  AL  3-2592 
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In  this  issue: 

The  Choice  of  Anesthesia  in  Obstetrics  121 

P.  C.  Lund,  M.D. 

Planceta  Previa  Accreta,  A Case  Report  131 

Charles  E.  Davis,  M.D. 

Ronald  I.  Goldberg,  M.D. 

Richard  A.  Kovarik,  M.D. 

The  Management  of  Threatened  Abortion  137 

John  Parks,  M.D. 

James  G.  Stites,  M.D. 


The  Management  of  Threatened  Abortion  137 

John  Parks,  M.D. 

James  G.  Stites,  M.D. 


Simple  diarrhea? 


Control  it  with 

safe  / effective  / economical  / pleasant-tasting 

Ouintess 

(attapulgite  compound,  Lilly) 

Available  in  6-ounce  plastic  and  1-pint  glass  bottles. 
Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 

362030 


whatever 
the  shape 
or  form 
of  allergy... 


Benadryl 

(Diphenhyd  ramine 
hydrochloride) 

effectively  relieves  the  symptoms  of  vasomotor 
rhinitis  For  patients  sensitive  to  animal  danders,  this  agent 
provides  twofold  therapeutic  action  to  help  abort  an  allergic 
attack.  Antihistaminic  action:  A potent  antihistaminic,  it 
breaks  the  cycle  of  allergic  response,  bringing  relief  of  sneez- 


ing,  lacrimation,  nasal  blockage,  and  rhinorrhea.  Antispas- 
modic  action:  Because  of  its  inherent  atropine-like 
properties,  the  drug  affords  concurrent  relief  of  bronchial 
spasm.  Indications:  Allergic  diseases  such  as  hay  fever, 
allergic  rhinitis,  urticaria,  angioedema,  bronchial  asthma, 
serum  sickness,  atopic  dermatitis,  contact  dermatitis,  gastro- 
intestinal allergy,  vasomotor  rhinitis,  pruritus,  physical  aller- 
gies, reactions  to  injection  of  contrast  media,  reactions  to 
therapeutic  preparations,  and  allergic  transfusion  reactions; 
also  postoperative  nausea  and  vomiting,  nausea  of  preg- 
nancy, motion  sickness,  parkinsonism  and  drug-induced 
extrapyramidal  reactions,  and  quieting  emotionally  disturbed 
children.  Parenteral  administration  is  indicated  where,  in  the 
judgment  of  the  physician,  prompt  action  is  necessary  and 
oral  therapy  would  be  inadequate.  Precautions:  Avoid 
subcutaneous  or  perivascular  injection. Single  parenteral  dos- 
age greater  than  TOO  mg.  should  be  avoided,  particularly  in 


hypertension  and  cardiac  disease.  Persons  who  have  become 
drowsy  on  this  or  other  antihistamine-containing  drugs,  or 
whose  tolerance  is  not  known,  should  not  drive  vehicles  or 
engage  in  other  activities  requiring  keen  response  while 
using  this  product.  Hypnotics,  sedatives,  or  tranquilizers,  if 
used  with  this  product,  should  be  prescribed  with  caution 
because  of  possible  additive  effect.  Diphenhydramine  hydro- 
chloride has  an  atropine-like  action  which  should  be  con- 
sidered when  prescribing  it.  Cream  (Ointment)  should  not 
be  applied  to  extensively  denuded  or  weeping  skin  areas. 
Supplied:  Kapseals®  of  50  mg.;  Capsules  of  25  mg.; 
Emplets®  (enteric-coated  tablets)  of  50  mg.;  in  aqueous  solu- 
tions: 1-cc.  Ampoules,  50  mg.  per  cc.;  10-  and  30-cc.  Steri- 
Vials,®  10  mg.  per  cc.with  1:10,000  benzethonium  chloride  as 

a germicidal  agent;  Elixir,  10  mg.  per  

4 cc.  with  14  per  cent  alcohol;  2 per  j PARKE- DAVIS  j 
cent  Ointment  (water-miscible  base).  <:<>*««* 77^77,  - 
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For  dramatic  restoration 

WINSTROL 

brand  of  STANOZOLOL 

Oral  anabolic  therapy  with  this  new 
physiotonic  helps  restore  the  patient's: 
positive  protein  metabolism; 
confidence,  alertness  and 
sense  of  well-being. 

WINSTROL  (stanozolol/Winthrop),  a heterocyclic 
steroid,  combines  highest  potency*  with  outstand- 
ing tolerance,  stimulates  appetite  and  promotes 
weight  gain ...  restores  a positive  metabolic  bal- 
ance. It  counteracts  the  catabolic  effects  of 
concomitant  corticosteroid  or  ACTH  therapy. 
WINSTROL  (stanozolol/Winthrop)  rebuilds  body 
tissue  while  it  builds  strength,  confidence  and  a 
sense  of  well-being  in  conditions  associated  with 
excess  protein  breakdown,  insufficient  protein  in- 
take and  inadequate  nitrogen  and  mineral  retention. 
Side  Effects  and  Precautions:  Prolonged  ad- 
ministration can  produce  mild  hirsutism,  acne  or 
voice  change.  In  an  occasional  patient,  edema  has 
been  observed  and  in  young  women  the  menstrual 
periods  have  been  milder  and  shorter.  These  side 
effects  are  reversible,  and  patients  receiving  pro- 
longed treatment  should  be  examined  and  ques- 
tioned periodically  so  that,  should  side  effects 
appear,  the  dosage  may  be  reduced  or  adminis- 
tration of  the  drug  discontinued  for  a time. 

In  patients  with  impaired  cardiac  and  renal  func- 
tion, there  is  the  possibility  of  sodium  and  water 
retention.  Liver  function  tests  may  reveal  an 
increase  in  bromsulphalein  retention,  particularly 
in  elderly  patients.  In  such  cases,  therapy  should 
be  discontinued.  Although  it  has  been  used  in 
patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators 
to  be  a contraindication. 

Dosage:  Usual  adult  dose,  1 tablet  t.i.d.  before  or 
with  meals;  young  women,  1 tablet  b.i.d.;  children 
(school  age):  up  to  1 tablet  t.i.d.;  children  (pre- 
school age):  y2  tablet  b.i.d.  Available  as  scored 
tablets  of  2 mg.  in  bottles  of  100.  For  best  results, 
administer  with  a high  protein  diet. 

Rx  WINSTROL  *AN,MALDATA 

(stanozolol/Winthrop)  whenever 
anabolic  therapy  is  indicated 

l/v/nf/jrap 

Winthrop  Laboratories,  New  York  18,  New  York 
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In  Sprains,  Strains  and  Muscle  Spasm, 1 2 3  4Soma’  Compound 

numbs  the  pain...not  the  patient 


A potent  analgesic  and 
a superior  muscle  relaxant 

1.  A sprain  or  fracture  is  not  a big  clinical  problem— 
but  it  does  hurt.  And  if  there  is  housework  to  do  and 
kids  to  mind,  the  patient  needs  something  to  numb 
the  pain. 

2. A.P.C.  compounds  have  limited  usefulness;  and 
the  patient  can  buy  them  without  your  prescription. 
Unfortunately,  most  of  them  are  too  mild  to  be  effec- 
tive for  sprains— and  more  potent  products  too  often 
make  the  patient  feel  ‘dopey’. 

3.  ‘Soma’  Compound  is  ideal  in  these  cases.  Since  it 
contains  both  ‘Soma’  ( carisoprodol ) and  acetophenet- 

idin  it  is  both  a potent  analgesic  and  a superior  mus- 
cle relaxant;  it  also  contains  caffeine  to  offset  any 
drowsiness  (“numbs  the  pain . . . not  the  patient”). 


4.  Why  not  try  ‘Soma’  Compound?  Dosage  is  1 or  2 
tablets  q.i.d.  For  more  severe  pain,  try  ‘Soma’  Com- 
pound-1-Codeine.  Dosage:  1 or  2 tablets  q.i.d. 

5.  Hypersensitivity  to  carisoprodol  may  occur  rarely. 
Codeine  may  produce  addiction,  nausea,  vomiting, 
constipation  or  miosis. 


Soma@Compound  B 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg. 

SomaCompound+Codeine  j 

carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg., 
codeine  phosphate  16  mg.  (Warning -may  be  habit  forming.) 

\^/®  WALLACE  LABORATORIES  j Cranbury,  N.J. 


CSO-9193 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  livingskin.  ‘Neosporin’  (polymyxin  B 
-bacitracin-neomycin)  Antibiotic  Ointment  has  consistently  proven  its  effective- 
ness in  thousands  of  cases  of  bacterial  skin  infection.  The  spectra  of  the  three  anti- 
biotics overlap  in  such  a way  as  to  provide  bactericidal  action  against  most  pathogenic 
bacteria  likely  to  be  found  topically.  Diffusion  of  the  antibiotics  from  the  special 
petrolatum  base  is  rapid  since  they  are  insoluble  in  the  petrolatum,  but  readily  soluble 
in  tissue  fluids.  The  Ointment  is  bland  and  rarely  sensitizes. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  non* 
susceptible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs. 
Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN'i 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

ANTIBIOTIC  OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Recording  Secretary  Mrs.  Richard  Dexter  (Bobbe) 

6842  East  Tawa,  Tucson,  Arizona 

Corresponding  Secretary Mrs.  Robert  Price  (Dorothy) 

163  West  Myrtle,  Phoenix  21,  Arizona 

Director  (1  year)  Mrs.  Frederick  Knight  (Mary) 

618  Central  Avenue,  Safford,  Arizona 

Director  (1  year)  Mrs.  Seymour  Shapiro  (Arline) 

5433  East  Eighth  Street,  Tucson,  Arizona 

Director  (2  years)  Mrs.  William  H.  Lyle  (Jill) 

1400— 16th  Place,  Yuma,  Arizona 


STANDING  COMMITTEE  CHAIRMEN  - 1963-64 

AMA-ERF  Mrs.  Humberto  C.  Gonzales  (Lydia) 

2132  East  Florence  Drive,  Tucson,  Arizona 

Bulletin  Mrs.  Elvie  B.  Jolley  (Mira) 

Post  Office  Box  919,  Bisbee,  Arizona 

By-Laws  Mrs.  Jesse  D.  Hamer  (Clarice) 

1819  North  11th  Avenue,  Phoenix  7,  Arizona 

Chaplain  Mrs.  Jay  L.  Sitterley  (Helen) 

2319  North  Lantern  Lane,  Flagstaff,  Arizona 

Community  Service  Mrs.  Thomas  Hughs  (Penny) 

43  East  14th  Street,  Tempe,  Arizona 

Sub-Committees: 

Rural  Health  Mrs.  Joseph  B.  DeLozier  (Arleen) 

Route  5,  Box  6S4-X,  Phoenix  21,  Arizona 

International  Health Mrs.  Frederick  J.  Hirsch  (June) 

5817  East  4th  Street,  Tucson,  Arizona 

Civil  Defense  Mrs.  B.  E.  Lambrecht  (Lila) 

Post  Office  Box  1837,  Miami,  Arizona 

Convention  Mrs.  John  Schramel  (Barbara) 

6116  North  38th  Place,  Phoenix  18,  Arizona 

Finance  Mrs.  John  Eisenbeiss  (Lucile) 

99  West  Northview,  Phoenix  21,  Arizona 

Health  Careers  Mrs.  Boris  Zemsky  (Zora) 

Route  8,  Box  837,  Tucson,  Arizona 

Historian Mrs.  Melvin  Phillips  (Jean) 

1001  Norris  Road,  Prescott,  Arizona 

Legislation  Mrs.  Everett  Dean  (Bobbie) 

310  West  State  Avenue,  Phoenix  21,  Arizona 

Mental  Health  Mrs.  Robert  F.  Lorenzen  (Joe  Ann) 

5336  East  Rockridge  Road,  Phoenix  18,  Arizona 

Nominating Mrs.  Frederick  W.  Knight  (Mary) 

618  Central  Avenue,  Safford,  Arizona 

Parliamentarian Mrs.  Hiram  Cochran  (Mary) 

35  North  Camino  Espanol,  Tucson,  Arizona 


Publications  (Newsletter)  ....Mrs.  Richard  P.  Timmons  (Evelyn) 
5302  North  69th  Place,  Scottsdale,  Arizona 

Safety  Mrs.  Fred  Landeen  (Rae) 

4747  East  Fort  Lowell  Road,  Tucson,  Arizona 

Student  Nurse  Loan  Fund  . . . .Mrs.  Howard  M.  Purcell  (Pauline) 
100  East  Ocotillo  Road,  Phoenix  12,  Arizona 


COUNTY  PRESIDENTS  1963-64 

Coconino  County  Mrs.  John  Vosskuhler 

1226  North  Navajo  Drive,  Flagstaff,  Arizona 

Gila  County Mrs.  Ellis  L.  Pollock 

Post  Office  Box  1745,  Miami,  Arizona 

Maricopa  County Mrs.  George  Scharf 

6301  North  20th  Street,  Phoenix  16,  Arizona 

Pima  County Mrs.  Hubert  Estes 

6911  Soyaluna  Place,  Tucson,  Arizona 

Yavapai  County  Mrs.  Richard  Hardenbrook 

306  Grove  Avenue,  Prescott,  Arizona 

Yuma  County Mrs.  Charles  Mattheus 

2148  East  25th  Place,  Y’uma,  Arizona 


SOCIEDAD  MEDICA  DE  ESTADOS  UNIDOS  DE 
NORTE  AMERICA  Y MEXICO 
MEDICAL  SOCIETY  OF  THE  UNITED  STATES  & MEXICO 

President  Dr.  Eduardo  Contreras  Reyna 

Marsella  125  Norte,  Guadalajara,  Jal.,  Mexico 

President-Elect  Dr.  Robert  E.  Hastings 

1014  N.  Country  Club  Road,  Tucson,  Arizona 

Vice-President  Dr.  Carlos  Tapia 

Blvd.  Obregon  y Morelos,  Hermosillo,  Sonora,  Mexico 

Secretary  for  the  United  States Dr.  Charles  Kalil 

200  East  Monterey  Way,  Phoenix,  Arizona 

Secretary  for  Mexico  Dr.  Fausto  Zeron  Medina 

Avenida  Alemania  No.  535,  Guadalajara,  Jal.,  Mexico 

Treasurer  for  the  United  States  Dr.  Lucy  Vernetti 

2021  N.  Central  Avenue,  Phoenix,  Arizona 

Treasurer  for  Mexico  . Dr.  Eduardo  Gonzalez  Murguia 

Juarez  673,  Guadalajara,  Jal.,  Mexico 


Executive  Secretary  for  Mexico  Mr.  Alfredo  Patron 

Mazatlan,  Sinaloa,  Mexico 

COORDINATING  COMMITTEE 
COMITE  COORDINATOR 
Dr.  Harry  E.  Thompson 
Dr.  Hector  Gonzalez  Guevara 
Dr.  Ignacio  Chavez 
Dr.  W.  R.  Manning 
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Donnagel  provides  the  antispasmodic- 
sedative  action  of  Donnatal ,®  plus  toxin 
adsorbents  and  demulcents— for  effec- 
tively controlling  gastrointestinal  hyper- 
motility, decreasing  spasm,  relieving  pain 
and  easing  mild  anxiety. 

SIDE  EFFECTS:  On  increased  dosage  blurred 
vision,  dry  mouth  or  difficult  urination  may 
occasionally  occur. 

PRECAUTIONS:  Use  with  caution  in  incipient 
glaucoma  or  prostatic  hypertrophy. 
CONTRAINDICATIONS:  Do  not  administer  to 
patients  with  acute  glaucoma,  or  to  patients 

+r\  omi  AAmnAnAnl 


HYPERMOTILITY-  ■ ■ CRAM  PS  ■ ■ ■ ANXIETY 


Each  fiuidounce  (30  cc.)  contains: 

Kaolin 6.0  Gm. 

Pectin 142.8  mg. 

Donnatal— Natural  belladonna  alkaloids 

hyoscyamine  sulfate 0.1037  mg. 

atropine  sulfate 0.0194  mg. 

hyoscine  hydrobromide  ..  0.0065  mg. 

Phenobarbital  [lA  gr.) 16.2  mg. 

(Warning:  May  be  habit-forming) 


|P|  | 

IIIhHKI 
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Available  also  as  DoNNAGEL®-PG...same  formula  plus 
powdered  opium  USP  24  mg.  (equiv.  to  paregoric  6 ml.). 
(Warning:  May  be  habit-forming) 

ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


For  the  Patient  Over  50 
with  Digestive  Distress 


Each  tablet  contains  methscopolamine  nitrate,  2 mg.;  and  pentobarbital  (Warning: 
May  be  habit-forming),  8 mg.;  plus  KANULASE®  (cellulase  standardized  to  9 mg.- 
combined  with  pepsin,  N.F.,  150  mg.;  glutamic  acid  hydrochloride,  200  mg.;  pan- 
creatin,  N.F.,  500  mg.;  ox  bile  extract,  100  mg.). 

TESTED-PROVED 


in  a second  study, 
Kanumodic  produced  “highly 
gratifying  symptomatic  relief"  in  46  of 
the  60  patients  participating. 

Tested  in  patients  over  50*. . . The  ef- 
fectiveness of  Kanumodic  was  matched 
against  placebo  response  in  a study 
involving  twenty-five  “over  50  patients" 
suffering  from  functional  bowel  distress. 
All  patients  complained  of  one  or  more 


symptoms.  A follow-up  study  of  60  addi- 
tional cases  (average  age,  55.3  years) 
was  also  conducted. 

Proved  in  patients  over  50*  . . . The 

response  noted  in  the  pilot  study  is 
charted  above. 

*McHardy,  G.,and  Balart,  L.:  Curr.Ther. 
Res.  4:153,  1962. 

Dosage:  1 or  2 tablets,  swallowed  whole 

with  each  meal. 


Cautions:  Federal  law  prohibits  dispensing  without  prescription.  Side  effects  such 
as  dryness  of  mouth,  blurring  of  vision,  and  urinary  retention  may  occur  occasionally 
with  large  doses.  This  product  is  contraindicated  in  the  presence  of  glaucoma  or 
prostatic  hypertrophy.  Glutamic  acid  hydrochloride  is  usually  not  given  to  patients 
with  peptic  ulcer. 


DORSEY  LABORATORIES  • Lincoln,  Nebraska 
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Lifts  depression. 


^ “I  feel  like  my  old  self  again!”  Thanks  to 

your  balanced  therapy  with  ‘Deprol’,  her  depression  has  lifted 
and  her  mood  has  brightened  — while  her  anxiety  and  tension  have  been 
calmed.  She  sleeps  better,  eats  better,  and  normal  drive 

and  interest  have  replaced  her  emotional  fatigue.  . 


as  it  calms  anxiety 

Brightens  mood  ...relaxes  tension 


Energizers  may  stimulate  the  depressed 
patient,  but  they  often  aggravate  anxiety  and 
insomnia.  Tranquilizers  may  help  the  anxious 
patient,  but  they  often  deepen  depression  and 
emotional  fatigue. 

‘Deprol’  avoids  these  “seesaw”  effects;  it  re- 
lieves both  depression  and  anxiety.  Moreover, 
it  does  not  cause  liver  damage,  psychotic  reac- 
tions or  changes  in  sexual  function. 


Slight  drowsiness  and,  rarely,  allergic  reactions, 
due  to  meprobamate,  and  occasional  dizziness 
or  feeling  of  depersonalization  in  higher  dos- 
age, due  to  benactyzine,  may  occur.  Meproba- 
mate may  increase  effects  of  excessive  alcohol. 
Use  with  care  in  patients  with  suicidal  tend- 
encies. Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug 
or  alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 


Energizers 
relieve  depression 


Tranquilizers 
reduce  anxiety 


‘Deprol’  both  lifts  depression  and  calms  anxiety 


TJsual  Dosage:  1 tablet  q.i.d. 
May  be  increased  gradually,  as 
needed,  to  3 tablets  q.i.d. ; with 
establishment  of  relief,  may  be 
reduced  gradually  to  mainte- 
nance levels. 


ADeprolA 

meprobamate  400  mg. 
+ benactyzine  1 mg. 


CO-9250 
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WALLACE  LABORATORIES / Cranbury,  N.J. 


This  modern,  mobile  ECG  is  liter- 
ally a “heart  station  on  wheels”  — 
providing  a comprehensive  2- 
speed,  3-sensitivity  'cardiograph 
with  all  needed  accessories  in  a 
rugged,  handsome,  roll-around 
cabinet.  Proper  balance,  easily- 
grasped  handles  and  large  ball- 
bearing casters  make  it  easy  to 
guide  through  doorways  and 
around  beds  and  other  furniture. 

’Cardiograms  may  be  run  on  the 
100M  “Mobile  Viso”  at  25  or  50 
mm  sec.  and  at  'A,  1 or  2 times 
normal  sensitivity;  stylus  is  auto- 
matically stabilized  as  lead  se- 
lector knob  is  turned;  grounding 
(polarity  reversing)  is  done  by 
pushbutton.  Recordings  are  clean, 
well-defined  and  permanent  on 
5 cm  wide  Sanborn  Permapaper® 
charts,  with  b'A"  visible  at  all 
times  in  viewing  window  at  top. 
And  all  operators  will  appreciate 
the  convenience  of  the  automat- 
ically retracting  power  cord  and 
electrodes,  Redux®  paste,  cables, 
extra  paper  and  other  accessories 
right  at  hand  in  cabinet  compart- 
ment. The  Mobile  Viso  may  be 
ordered  with  either  a mahogany 
or  scratch-and-stain-resistant 
plastic  laminate  cabinet. 

Your  nearby  Sanborn  man  will  be 
glad  to  supply  full  details  — and 
describe  the  Sanborn  15-day  No 
Obligation  Trial  Plan.  Sales  and 
service  in  46  cities  throughout 
the  U.  S. 


SANBORN  COMPANY 

MEDICAL  DIVISION  Waltham  54.  Mass. 


Phoenix  Resident  Representative  8341  N.  7th  St.,  943-6917 
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New  (11th)  Edition! 

Beeson  & McDermott— Cecil-Loeb 
TEXTBOOK  OF  MEDICINE 

A new  and  distinguished  team  of  Editors  guides  this  well- 
known  textbook  in  its  New  (11th)  Edition.  Its  basic 
philosophy  is  to  provide  precise  and  thorough  descriptions 
of  those  disease  entities  you  are  likely  to  encounter.  Each  is 
discussed  fully  and  completely:  etiology,  epidemiology; 
morbid  anatomy ; pathologic  physiology;  symptoms;  diag- 
nosis; prognosis;  therapy.  Contents  range  from  a com- 
mentary on  Patient-Physician  Communication  to  Manage- 
ment of  Bronchopulmonary  Insufficiency.  In  this  revision 
you’ll  find  increased  emphasis  on  pathologic  physiology;  a 
new  section  on  Genetic  Disease;  expansion  of  the  material 
on  Viral  Diseases;  reorganization  and  augmentation  of 
sections  on  Bronchopulmonary  Disease  and  Gastroenter- 
ology; a brilliant  discussion  of  Nucleic  Acids,  Genes, 
Viruses,  and  Immunity;  67  new  contributors.  The  text  is 
available  either  as  a single  volume  or  a two-volume  set. 

Edited  by  Paul  B.  Beeson,  M.D.,  Ensign  Professor  of  Medicine, 
Yale  University  School  of  Medicine;  and  Walsh  McDermott, 
M.D.,  Livingston  Farrand  Professor  of  Public  Health,  Cornell 
University  Medical  College.  With  contributions  by  173  authori- 
ties. With  the  assistance  of  5 Associate  Editors.  About  1822 
pages,  7H"  x 10J4",  with  about  238  illustrations.  Single  Volume 
About  $19.50.  Two-Volume  set  About  $23.50. 

New  (nth)  Edition  — Ready  June! 

New  (2nd)  Edition! 

Aegerter  and  Kirkpatrick — 
ORTHOPEDIC  DISEASES 

Dr.  Aegerter,  a pathologist,  and  Dr.  Kirkpatrick,  a radiol- 
ogist, examine  bone  disease  from  the  standpoint  of  its 
altered  morphology  and  physiology — and  then  interpret  the 
alterations  in  terms  of  symptomatology  and  roentgenology. 
For  each  skeletal  disease  (ranging  from  Achondroplasia  to 
Villonodular  Pigmented  Synovitis)  the  authors  describe: 
clinical  manifestations;  radiographic  and  laboratory  find- 
ings; prognosis.  For  this  up-to-date  New  (2nd)  Edition 
there  is  considerably  more  material  on  radiographic  demon- 
stration of  bone  lesions  and  much  greater  emphasis  on  bone 
diseases  and  lesions  of  children.  There  are  few  other 
sources  in  which  all  the  basic  aspects  of  bone  and  joint 
disease  are  so  well  illuminated.  Its  conciseness  is  such  that 
the  general  practitioner  can  gain  a better  understanding  of 
the  complex  aspects  of  arthritis  and  bone  diseases  without 
sifting  masses  of  material. 

By  Ernest  Aegerter,  M.D.,  Professor  of  Pathology  and  Director 
of  the  Department  of  Pathology,  Temple  Llniversity  Medical 
Center  and  School  of  Medicine;  Professor  of  Orthopedic  Pathol- 
ogy, University  of  Pennsylvania  Graduate  School  of  Medicine; 
Chief  in  Pathology,  Philadelphia  General  Hospital;  and  John  A. 
Kirkpatrick,  Jr.,  M.D.,  Radiologist,  St.  Christopher’s  Hospital 
for  Children;  Associate  Professor  of  Radiology  (Pediatrics), 
Temple  University  School  of  Medicine;  Radiologist,  Children’s 
Heart  Hospital.  About  800  pages,  6j4"x9J4",  with  about  541 
illustrations.  About  $16.00. 

New  (2nd)  Edition  — Ready  June  I 


New  (5th)  Edition! 

Andrews  and  Domonkos— 
DISEASES  OF  THE  SKIN 

You'll  find  a concise,  practical  approach  to  clinical  recog- 
nition and  therapy  of  skin  diseases  in  this  New  (5th)  Edi- 
tion— soundly  based  on  modern  histopathology.  Virtually 
every  dermatologic  disease  commonly  encountered  in  prac- 
tice is  discussed — eczema,  hives,  acne,  impetigo,  athlete’s 
foot,  pruritis,  cutaneous  neurosis,  etc.  Anatomy,  physiology, 
etiology  and  pathology  of  the  skin  and  its  disorders  are 
meticulously  discussed.  Indications  for  surgical  treatment 
are  pointed  out  and  techniques  for  biopsy  and  electrosur- 
gery are  fully  described.  A major  feature  of  the  New  (5th) 
Edition  is  the  inclusion  of  175  new,  brilliantly  clear  photo- 
graphs of  skin  lesions  to  aid  you  in  recognition.  Many  signi- 
ficant new  entities  have  been  added.  All  of  the  chapters  are 
completely  revised.  The  uses  and  possible  hazards  of  newer 
drugs  such  as  amphotericin  B,  Norethynodrel,  corticoste- 
roids, micronized  griseofulvin,  are  described.  There  is  full 
coverage  of  the  connective  tissue  (Collagen)  diseases  and 
a description  of  newly  recognized  diseases  of  the  reticulo- 
endothelial system. 

By  George  C.  Andrews,  M.D.,  Clinical  Professor  of  Dermatol- 
ogy (Ret.)  and  Anthony  Domonkos,  M. S.,  Assistant  Clinical 
Professor  of  Dermatology,  College  of  Physicians  and  Surgeons, 
Columbia  LTniversitv.  About  752  pages,  7"  x 10",  with  about  596 
illustrations.  About  $18.00. 

New  (5th)  Edition  — Ready  June ! 

To  Order  Moil  Coupon  Below! 
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J □ Beeson  & McDermott  — 

Cecil-Loeb  Textbook  of  Medicine.... About  $19.50 


□ 2 vol.  set About  $23.50 

□ Andrews  & Domonkos  — 

Diseases  of  the  Skin About  $18.00 

□ Aegerter  & Kirkpatrick  — 

Orthopedic  Diseases About  $16.00 
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5055  North  34th  Street 
AMherst  4-411L 
PHOENIX,  ARIZONA 

ARIZONA  FOUNDATION  FOR  NEUROLOGY  AND  PSYCHIATRY 

A Non-Profit  Corporation 


ETh  is  beautiful,  heated  swimming  pool  highlights 

the  spacious  lawn  and  recreation  area  at 
Camelback  Hospital.  Other  outdoor  activities  include 
volley  ball,  ping  pong,  shuffleboard  and  badminton, 

all  under  the  supervision  of  a trained  therapist. 
Those  preferring  restful  relaxation  may  enjoy 
a quiet  conversation  in  the  beautiful  lawn  and 

grove  area  with  its  scenic  mountain  backdrop. 


Located  in  the  heart  of  the  beautiful  Phoenix  citrus  area 
near  picturesque  Camelback  Mountain,  the  hospital  is 
dedicated  exclusively  to  the  treatment  of  psychiatric 
and  psychosomatic  disorders,  including  alcoholism. 


1962-63  Annual  Report  of  the  President 


I have  not  kept  the  detailed  information  regarding  my 
activities  as  President,  which  yon  received  from  my 
predecessor.  However,  I can  heartily  agree  with  him 
that  the  President  of  ArMA  is  “on  call”  the  year’  round 
for  direction  of  ArMA  activities. 

I attended  the  Annual  AMA  Meeting  in  Chicago,  in 
June,  1962,  as  a representative  of  the  Arizona  Medical 
Association  at  the  inauguration  of  President  George  M. 
Fister.  At  that  time  presidents,  or  their  representatives, 
from  the  50  State  Medical  Associations,  and  the  District 
of  Columbia,  were  gathered  on  the  platform  to  pay  honor 
to  the  new  president  of  AMA.  I do  not  know  at  the 
present  time  whether  it  is  planned  to  continue  this  cus- 
tom, but  I think  it  an  excellent  way  to  show  the  solidar- 
ity of  the  profession. 

At  midnight  one  Sunday,  in  August,  I was  awakened 
by  Prescott  police  who  had  information  that  long  dis- 
tance was  trying  to  get  me,  and  my  phone  was  out  of 
order.  When  I had  corrected  this  situation  I finally  re- 
ceived a call  from  a reporter  on  one  of  the  Phoenix 
newspapers  requesting  information  concerning  the  Com- 
mittee “which  you  have  appointed  to  consider  an  abor- 
tion because  of  a case  of  Thalidomide  poisoning”.  Hazy 
as  I was  at  that  hour,  I knew  I had  not  appointed  any 
committee,  and  after  the  reporter  hung  up  I speculated 
for  a considerable  time  as  to  what  this  was  all  about.  My 
copy  of  the  Arizona  Republic  the  next  morning  quickly 
made  me  aware  of  what  had  taken  place.  During  the 
day  there  were  further  calls  from  other  newspapers  in 
Phoenix,  New  York,  etc.  Well,  you  all  know  the  out- 
come of  this,  but  this  is  one  of  the  surprises  that  one 
may  look  forward  to  as  President  of  ArMA. 

I have  tried  diligently  to  attend  committee  meetings 
as  often  as  possible.  I attended  all  of  the  meetings  of 
our  Legislative  Committee,  as  well  as  a special  meeting 
on  the  Medical  Practice  Act.  Early  in  the  fall  I attended 
an  informal  discussion  with  the  Welfare  Board  Com- 
missioner, State  Legislators,  and  representatives  from  the 
U.  S.  Public  Health  Service  concerning  Kerr-Mills.  After 
the  first  of  the  year  I attended  the  House  of  Representa- 
tives hearing  before  Mrs.  Gerry  Eliot’s  Committee  on  her 
bill  to  implement  Kerr-Mills  in  Arizona.  Later  I attended 
the  hearing  on  a similar  bill  introduced  in  the  Senate. 

My  delay  in  getting  out  this  report  is  due  to  the  fact 
that  I hoped  to  be  able  to  report  favorable  action  on 
Kerr-Mills,  but  as  you  know,  the  Legislature  adjourned 
sine  die  on  April  2nd  without  action  on  Kerr-Mills. 
Likewise,  the  other  two  important  pieces  of  legislation, 
in  which  we  were  interested,  died  in  committees,  namely, 
the  new  Medical  Practice  Act,  and  the  suggested  Re- 
visions of  the  Basic  Science  Law. 

I attended  the  Professional  Committee  meeting  in 
Tucson.  I attended  at  least  two  meetings  of  the  Griev- 
ance Committee.  I attended  a meeting  of  the  Medical 
Economics  Committee,  and  I attended,  as  an  ex-officio 
member,  two  meetings  of  the  Blue  Shield  Board  of  Di- 
rectors. Likewise  I have  attended  two  meetings  trying 
to  get  ArMPAC  under  way  — one  in  October  and  one 
late  in  March.  This  organization  has  been  endorsed  by 
our  Board  of  Directors  and  should  receive  the  support 
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of  all  members  who  are  really  interested  in  cleaning  up 
American  politics  and  in  furthering  their  own  profession 
by  eliminating  the  threat  of  Socialized  Medicine. 

Considering  the  travel  hours  which  are  required  by  a 
President  not  living  in  the  Phoenix  area,  I am  sure  that 
I have  spent  many  extra  hours  in  your  service.  This  I 
had  expected  to  do,  and  it  has  been  a pleasure  to  further 
serve  this  Association. 

I have  one  recommendation  to  make  before  closing. 
This  is  that  the  Association  should  pay  the  expenses  of 
its  President  to  the  Annual  Meeting  of  the  American 
Medical  Association,  if  he  is  asked  to  be  there  in  any 
official  capacity,  such  as  the  one  I have  described  pre- 
viously. 

Clarence  E.  Yount,  Jr.,  M.D. 

President 


1962-63  Annual  Report  of  the  Secretary 


The  total  gain  in  membership  of  this  Association,  be- 
tween April  1,  1962  and  April  1,  1963,  was  186  mem- 
bers, which  does  take  into  consideration  the  total  de- 
linquents as  of  this  date,  numbering  77.  The  following 
is  a breakdown  of  membership  changes  through  our 
component  county  medical  societies:  Apache  3;  Cochise 
8;  Coconino  2;  Gila  2;  Graham  1;  Greenlee  — 1;  Maricopa 
123;  Mohave  0;  Navajo  0;  Pima  34;  Pinal  7;  Santa  Cruz 
0;  Yavapai  5;  and  Yuma  2.  There  were  as  of  April  1, 
1963,  1,302  members  in  the  Association  compared  with 
1,116  members  on  the  same  date  last  year.  Membership 
by  county  as  of  April  1,  1963  was  as  follows: 

Apache  11  Mohave  3 

Cochise  31  Navajo  7 

Coconino  28  Pima  321 

Gila  23  Pinal  31 

Graham  7 Santa  Cruz  9 

Greenlee  4 Yavapai  23 

Maricopa  772  Yuma  32 

The  total  membership  of  1,302  is  comprised  as  follows: 
Active  1,184  (Includes  50-Year  Club  Members) 
Service  44 
Associate  72 
Affiliate  2 

As  of  April  1,  1963  the  following  breakdown  of  delin- 
quents of  former  members  included  in  the  above  listing 
is  indicated  by  county. 

Coconino  1 Pinal  3 

Gila  3 Yavapai  1 

Maricopa  51  Yuma  1 

Pima  17 

This  then  indicates  that  a total  paid  membership  break- 
down by  component  society  as  of  April  1,  1963  is  as 
follows : 


Apache  11 
Cochise  31 
Coconino  27 
Gila  20 
Graham  7 
Greenlee  4 
Maricopa  721 


Mohave  3 
Navajo  7 
Pima  304 
Pinal  28 
Santa  Cruz  9 
Yavapai  22 
Yuma  31 
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The  duties  of  the  Secretary  are,  of  course,  stated  in 
the  By-Laws  of  the  Association.  All  of  the  routine  work 
is  done  by  the  Central  Office  staff,  although  it  is  done 
in  the  name  of  the  Secretary.  From  necessity,  this  is  as 
it  should  be,  or  the  Constitutional  secretary  would  be- 
come the  executive  secretary.  We  received  copies  of  cor- 
respondence, reports  and  minutes  for  our  information 
and  guidance.  Any  problems  were  discussed  before  ac- 
tion was  taken. 

The  Secretary  is  a member  of  the  Board  of  Directors, 
the  Central  Office  Advisory  Committee,  the  Benevolent 
and  Loan  Fund  Committee,  the  History  and  Obituaries 
Committee,  and  an  ex-officio  member  of  all  other  stand- 
ing committees.  We  have  attended  all  Board  of  Directors 
meetings,  and  all  meetings  of  the  committees  of  which 
we  are  a member,  and  with  a few  exceptions,  meetings 
of  the  other  committees.  We  attended  the  Clinical  Meet- 
ing of  the  American  Medical  Association  in  Los  Angeles 
in  November,  1962. 

Through  the  year  a number  of  inquiries  were  received 
regarding  health  problems,  climate,  and  medical  facili- 
ties. We  answered  these  in  a general,  but  we  hope  in- 
formative, manner. 

Such  a report  would  be  most  incomplete  if  it  did  not 
express  our  appreciation  and  thanks  to  Mr.  Robert  Car- 
penter and  Mr.  Paul  Boykin.  I am  sure  this  feeling  is 
shared  by  all  of  the  officers.  Both  of  these  men  give  not 
only  excellent  service  to  the  Association,  but  also  incal- 
culable time. 

As  in  any  organization,  one  does  not  realize  the  scope 
of  the  State  Association  until  one  is  involved  in  it.  In 
addition  to  its  activities  arising  from  its  relationship  to 
the  American  Medical  Association,  the  House  of  Dele- 
gates, and  the  component  county  societies,  the  Associa- 
tion is  approached  by  many  groups  for  aid,  counsel  and 
guidance.  Some  of  these  are  problems  that  need  the  full 
support  of  organized  medicine.  Others  do  not,  but,  if 
medicine  is  to  maintain  its  role  in  public  as  well  as  pro- 
fessional life,  some  degree  of  interest  must  be  shown. 
Some  requests  cannot  be  considered  at  all. 

We  have  enjoyed  this  year  as  Secretary.  Knowing  how 
we  have  learned  and  benefited,  we  hope  our  efforts 
have  repaid  this  to  some  degree. 

Charles  E.  Henderson,  M.D. 

Secretary 


1962-63  Annual  Report  of  the 
Industrial  Relations  Committee 

On  behalf  of  the  Industrial  Relations  Committee  of 
the  Arizona  Medical  Association  and  as  a result  of  rec- 
ommendations formulated  by  this  Committee  in  the  last 
meeting  on  March  4,  1963,  I should  like  to  recommend 
to  the  Board  of  Directors  of  the  Arizona  Medical  Associa- 
tion that  the  following  appointments  be  made: 

1.  The  Psychiatric  Advisory  Board  to  the  Industrial 
Commission  of  Arizona  should  be  constituted  as 
a permanent  group  and  as  a subcommittee  of  the 
Medical  Advisory  Board  of  the  Industrial  Com- 
mission ( Industrial  Relations  Committee ) . This 
Psychiatric  Board  should  be  presided  over  by  the 
psychiatrist  member  of  the  Industrial  Relations 
committee  who,  as  you  know,  is  rotated  every 
three  years.  The  other  three  members  should  be 
rotated  every  three  years  but  at  the  present  time 
the  existing  membership  should  be  rotated  as 
follows.  The  Chairman  should  remain  a member 
only  during  the  tenural  office  as  member  of  the 
Industrial  Relations  Committee.  One  other  pres- 
ent member  should  be  appointed  for  a period  of 
three  years,  another  one  for  two,  and  another  one 
for  one  year,  so  that  replacement  appointments 
are  made  every  three  years  for  the  members  other 
than  the  Chairman.  In  this  fashion,  the  total 
membership  of  four  being  provided  for  on  a per- 
manent basis.  Also,  in  the  same  category,  namely 
as  a Subcommittee  of  the  Medical  Advisory  Board 
(Industrial  Relations  Committee),  a Board  of 
Cardiology  Consultants  should  be  appointed,  con- 
sisting of  three  members,  to  serve  at  the  request 
of  the  Industrial  Commission  for  the  purpose  of 
evaluating  difficult  or  controversial  cases  involv- 
ing of  the  relationship  of  heart  disease  or  trauma 
to  Industrial  injuries.  The  provision  for  rotation, 
if  this  is  desired,  is  left  to  the  discretion  of  the 
Board  of  Directors. 

It  is  also  requested  of  the  Commission  that  a stipend 
be  provided  for  the  members  of  these  Boards  commen- 
surate with  their  services  on  the  same  basis  as  the  stipend 
currently  awarded  the  members  of  the  Medical  Advisor)' 
Board. 

Juan  E.  Fonseca,  M.D. 

Chainnan 


Thousands  of  American  physicians  have  given  generously  to  establish  the 
AMA-ERF  loan  guarantee  program  for  medical  students,  interns  and  residents. 
It’s  an  effective  method  of  investing  in  the  future  of  American  medicine.  Your 
contribution  is  needed.  Mail  your  check  to  AMA-ERF  Student  Loan  Fund,  535 
North  Dearborn  Street,  Chicago  10,  Illinois. 
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there  is 
nothing 
"new"  about 
Thorazine' 

brand  of 

chlorpromazine 


In  the  nine  years  since  it  became  available 
to  American  physicians,  Thorazine  (chlor- 
promazine, SK&F)  has  been  more  widely 
used,  more  thoroughly  investigated  and 
more  extensively  documented  than  any 
other  agent  of  its  type. 

Its  actions,  effects— and  side  effects — are 
well  known  throughout  the  medical  pro- 
fession. Its  efficacy  has  been  clearly  demon- 
strated. And  when  properly  used,  its  ad- 
vantages far  outweigh  any  possible  dis- 
advantages. 

This  is  why  there  is  nothing  “new”  about 
Thorazine  (chlorpromazine,  SK&F).  This  is 
why  it  remains  the  first  choice  in  many 
conditions— and  the  standard  against  which 
other  agents  are  inevitably  compared. 

This  is  why  it  is  one  of  the  fundamental 
drugs  in  medicine. 


SMITH  KLINE  & FRENCH 
LABORATORIES,  PHILADELPHIA 
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Nutritional  supplementation  is  basic  to  postoperative  care.  Therapeutic  allowances 
of  B and  C vitamins  help  meet  increased  metabolic  requirements  and  compensate 
for  stress  depletion.  STRESSCAPS  can  set  the  patient  on  a more  favorable  course 
and  contribute  to  full  recovery. 

Each  capsule  contains:  Vitamin  B,  (Thiamine  Mononitrate) ...  10  mg.  / Vitamin  B2  (Riboflavin) ...  10  mg.  / Niacinamide... 

100  mg.  / Vitamin  C (Ascorbic  Acid) ...  300  mg.  / Vitamin  B6  (Pyridoxine  HCI)  . . . 2 mg.  / Vitamin  Bi  2 Crystalline  .. . 

4 mcgm.  / Calcium  Pantothenate... 20  mg.  Recommended  intake:  Adults,  1 capsule  daily,  for  the  treatment  of  vitamin 
deficiencies.  Supplied  in  decorative  “reminder"  jars  of  30  and  100. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CVANAMID  COMPANY,  Pearl  River,  N.  Y. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Doctor... 

there  is  a difference  in  life  insurance! 
Read,  compare  and  see  for  yourself! 

Notice  that  no  two  companies  charge  the 
same  rate,  yetthey  all  pay  the  same  amount. 

HBA  LIFE  INSURANCE  COSTS  LESS. 


COMPARISON  CHART  OF  PREMIUMS  FOR  SINGLE  PREMIUM  WHOLE  LIFE  INSURANCE 




AGE  OF 

SINGLE 

SINGLE 

SINGLE 

INSURED 

PREMIUM: 

PREMIUM: 

PREMIUM: 

(NEAREST 

$25,000 

$50,000 

$100,000 

BIRTHDAY) 

POLICY 

POLICY 

POLICY 

HBA 

35 

$10,171.25 

$20,312.50 

$40,595.00 

50 

14,029.75 

28,029.50 

56,029.00 

Company  “N” 

35 

$14,763.50 

$29,527.00 

$59,054.00 

50 

$18,502.50 

$37,005.00 

$74,010.00 

Company  "M" 

35 

50 

$14,198.50 

$17,788.25 

$28,397.00 

$35,576.50 

$56,794.00 

$71,153.00 

Company  “NY” 

35 

50 

$13,730.75 

$17,466.75 

$27,461.50 

$34,933.50 

$54,923.00 

$69,867.00 

Company  “E” 

35 

$13,507.00 

$27,014.00 

$54,028.00 

50 

$17,482.25 

$34,964.50 

$69,929.00 

A single  premium  policy  is  one  paid  for  in  a lump  sum.  ONLY  the  HBA  Single  Premium 
Policy  has  a cash  and  loan  value  and  a cash  surrender  value  which  is  equal  to  the  amount 
of  the  premium  at  the  end  of  the  first  year.  For  example,  if  you  surrender  your  policy 
after  the  first  year,  YOU  LOSE  NOTHING  . . . you  get  back  as  much  as  you  paid  in. 

Yes,  Doctor,  there  IS  a difference  in  life  insurance. 

If  you  would  like  a complete  listing  of  compara- 
tive life  insurance  single  premium  rates  contact 
your  nearest  HBA  Life  Insurance  Company  office. 


PEOPLE  EXPECT  MORE  FROM 


AND  THEY  GET  IT  TOO! 
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HOME  OFFICE:  FIRST  ST.  AT  WILLETTA  • PHOENIX,  ARIZONA 
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throughout  the  wide  middle  range  of  pain  — control 

with  one  analgesic  PERCODAN  tablets 

(Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC ) 

In  a comprehensive  range  of  indications  marked  by  moderate  to  moderately 
severe  pain,  Percodan  assures  speed,  duration,  and  depth  of  analgesia  by 
the  oral  route ...  acts  within  5 to  15  minutes ...  usually  provides  uninterrupted 
relief  for  6 hours  or  longer  with  just  7 tablet ...  rarely  causes  constipation. 


Formula  — Each  scored  yellow  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  HCI  (Warning:  May  be  habit-forming), 
0.38  dihydrohydroxycodeinone  terephthalate  (Warning:  May  be  habit-forming),  0.38  mg.  homatropine  terephthalate,  224  mg.  acetyl- 
salicylic  acid,  160  mg.  acetophenetidin,  and  32  mg.  caffeine.  Also  available:  Percodan®-Demi,  containing  the  complete  Percodan 
formula  but  with  only  half  the  amount  of  salts  of  dihydrohydroxycodeinone  and  homatropine.  Both  products  are  on  oral  Rx  in  all 
states  where  laws  permit.  Average  Adult  Dose— 1 tablet  every  6 hours.  Side  Effects  and  Contraindications— Al- 
though generally  well  tolerated,  Percodan  may  cause  nausea,  emesis,  or  constipation  in  some  patients.  Percodan 
should  be  used  with  caution  in  patients  with  known  idiosyncrasies  to  acetylsalicylic  acid  or  acetophenetidin  and 
in  those  with  blood  dyscrasias.  Literature  on  request.  ENDO  LABORATORIES  Richmond  Hill  18,  New  York 
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•U.S.  Pats.  2,628,185  and  2,907,768 


in  dermatoses  amenable  to  topical  steroid  therapy 

METI-DERM 

Prednisolone,  16.6  mg.  in  50  Gm.  container  and  50  mg.  in  150  Gm.  con- 
tainer; in  nonsensitizing  vehicle  — isopropyl  myristate  with  inert  propel- 
lants—trichloromonofluoromethane,  dichlorodifluoromethane. 


AEROSOL 

COOLS 


instant  cooling,  soothing  effect  • covers  every  part 
of  the  lesion,  any  area  of  involvement  • controls 
the  itch,  delimits  the  area  of  edema  and  erythema  • 
nonfluorinated— avoids  risk  of  steroid  absorption  • 
easy  to  carry  and  apply  away  from  home  — no  resi- 
due on  the  skin 

Clinical  Considerations:  In  allergic  dermatoses,  until  the  specific  causa- 
tive agent  is  identified  and  removed  from  the  patient's  environment,  the 
condition  may  be  expected  to  recur  when  therapy  is  terminated.  If  infec- 
tion is  present,  appropriate  antibacterial  measures  should  be  taken.  METI- 
DERM  (prednisolone)  Aerosol  should  not  be  sprayed  around  the  eyes. 
Contents  of  can  are  not  flammable  but  are  under  pressure.  Containers 
should  be  stored  in  a cool  place  and  neither  punctured  nor  Incinerated. 
For  complete  details,  consult  Schering  literature  available  from  your 
Schering  Representative  or  Medical  Services  Department,  Schering 
Corporation,  Union,  New  Jersey. 


® prednisolone  topical,  Schering. 
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This  is  half  an  inspection 


. . . this  is  the  other  half 


Inspecting  a coated  tablet  poses  a two-sided 
problem:  How  do  you  make  certain  that  both 
top  and  bottom  are  flawless  without  picking  up 
each  tablet  and  turning  it?  ■ We  have  a ma- 
chine especially  designed  to  do  the  job.  The 
tablets  pass  along  a belt  under  the  watchful 
eye  of  an  inspector.  Any  tablet  that  has  the 


slightest  irregularity  in  shape  or  coating  is 
rejected.  Then  a second  belt  overrides  the  first 
and,  holding  the  tablets  tightly  in  place,  turns 
them  over  and  delivers  them  to  another  belt 
for  inspection  of  the  other  side.  ■ It  is  another 
in  a long  series  of  control  measures  designed 
to  deliver  quality  pharmaceuticals  every  time. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana , U.S.  A. 
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Dr.  Lund 


The  Choice  of  Anesthesia 

in  Obstetrics 

by  P.  C.  Lund,  M.D. 


This  is  a very  worth-while  summary  of  modern  agents  and  techniques 
||  presented  with  clarity  and  completeness.  The  significant  factors  used  in 
||  the  selection  of  obstetrical  anesthesia  are  discussed.  Particular  emphasis 
||  is  placed  upon  the  ability  of  the  administrator  of  the  anesthetic.  The  ad- 
||  vantages  and  disadvantages  of  the  various  techniques  and  the  numerous 
||  agents  available  have  been  described  with  emphasis  on  epidural  anes- 
II  thesia. 


RECENT  advances  in  obstetrical  and  medical 
care  have  markedly  decreased  maternal  mor- 
tality and  morbidity  rates  due  to  hemorrhage, 
infection  and  toxemia  but  the  maternal  mortality 
rate  due  to  anesthetic  agents  or  errors  in  technic 
of  administration  is  actually  increasing. 

Several  recent  comprehensive  studies  list  anes- 
thesia as  ranking  fouth  and  fifth  respectively 
among  the  causes  of  maternal  death.  Thus  it 
presents  a very  real  problem  for  the  medical 
profession  today.1'2,3’4  Nearly  all  these  deaths 
were  preventable  and  in  nearly  every  instance 
the  victim  was  a healthy  young  woman.  This 
deplorable  situation  is  due  to  the  failure  to  pro- 
vide proper  or  adequate  anesthesia  care  to  ob- 
stetric patients  in  many  of  our  hosiptals.5  I shall 
refer  to  only  a few  of  the  factors  that  are  respon- 
sible for  this  condition. 

Obstetrical  anesthesia  is  considered  relatively 
unimportant  by  many.  Consequently  it  is  rele- 
gated to  someone  who  is  inexperienced,  disinter- 
ested or  has  nothing  more  important  to  do.  It 
is  also  not  uncommon  to  find  the  poorest  and 


Department  of  Anesthesiology  of  the  Conemaugh  Valley  Me- 
morial Hospital,  Johnstown,  Pennsylvania  and  Assistant  Professor 
of  Anesthesiology,  the  University  of  Pittsburgh  School  of  Medicine. 

Read  before  the  Scientific  Assembly,  71st  Annual  Meeting,  The 
Arizona  Medical  Association,  Inc.,  April  27,  1962. 


most  antiquated  anesthesia  equipment  in  the 
delivery  rooms. 

There  also  tends  to  be  a general  disinterest  in 
obstetrical  anesthesia  by  many  anesthesiologists. 
Lack  of  time  and  economics  probably  plays  a 
causative  role  in  this  situation. 

The  obstetricians  in  many  instances  readily 
accept  a minimal  obstetrical  anesthesia  service 
administered  by  inexperienced  hands  but  would 
settle  for  nothing  less  than  an  anesthesiologist 
in  the  surgical  suite.  They  also,  as  a group,  have 
done  very  little  to  educate  the  public  regarding 
the  value  or  importance  of  obstetrical  anesthesia. 
Neither  have  they  encouraged  anesthesiologists 
to  become  interested  in  this  field. 

Recently  however  there  appears  to  be  an  in- 
creasing awareness  of  the  importance  of  obstet- 
rical anesthesia  by  the  medical  profession  and 
by  the  public.  This  is  due  to  the  fact  that  two 
lives  are  involved  and  also  because  the  usual 
mechanical  and  physiologic  problems  of  preg- 
nancy as  well  as  various  obstetrical  or  medical 
complications  reduce  the  margin  of  safety  and 
therefore  demand  expert  anesthesiology  services. 

From  the  foregoing  it  is  obvious  that  obstet- 
rical anesthesia  today  is  a controversial  issue 
with  numerous  ramifications.  There  are  over  3 
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million  obstetrical  anesthetics  administered  an- 
nually in  the  U.S.A.  Approximately  10  per  cent 
of  these  involve  patients  who  have  toxemia, 
hemorrhage  or  who  are  suffering  from  various 
pathological  conditions  of  the  circulatory,  meta- 
bolic or  respiratory  systems.6 

The  mechanism  or  causes  of  maternal  deaths 
due  to  obstetrical  anesthesia  are,  of  course,  simi- 
lar to  those  due  to  anesthesia  for  other  surgical 
procedures  but  a consideration  of  this  subject, 
though  of  the  utmost  importance  in  the  selection 
or  choice  of  anesthesia  for  a particular  case,  is 
beyond  the  scope  of  this  presentation. 

The  fundamental  causes  of  these  deaths  are 
derangements  of  the  circulatory  or  the  respira- 
tory systems  or  both.  Hypoxia  and  acidosis  are 
the  most  common  causes  of  fibrillation  or  cardiac 
standstill  during  anesthesia.  Drugs  that  increase 
cardiac  irritability,  such  as  pituitrin,  pitressin, 
epinephrine,  chloroform,  trichlorethylene  and  to 
a lesser  extent  fluothane  and  cyclopropane  may 
singly  or  in  various  combinations  induce  such 
a cardiac  catastrophe. 

It  must  also  be  remembered  that  the  over- 
sedated patient  is  hypoxic  and  the  inadequately 
sedated  patient  apprehensive.  Any  pre-existing 
disease  of  the  respiratory  system  that  reduces 
effective  alveolar  ventilation  obviously  inter- 
feres with  oxygenation  and  excretion  of  carbon 
dioxide. 

General  anesthesia  may  cause  depression,  par- 
alysis or  obstruction  of  the  respiratory  system 
which  if  uncorrected  may  result  in  death.  In 
most  instances  asphyxia  following  aspiration  of 
vomitus  can  be  prevented  by  refraining  from 
food  after  the  onset  of  labor  or  by  avoiding  in- 
travenous or  general  anesthesia  if  solid  food  has 
been  eaten. 

Any  sedative,  narcotic  or  anesthetic  drug  may 
cause  depression  of  the  respiratory  center.  The 
muscles  of  respiration  may  be  paralyzed  by 
either  general  or  regional  anesthesia.  Interference 
with  respiration  may  also  be  caused  by  convul- 
sions due  to  local  anesthetic  agents,  eclampsia  or 
epilepsy. 

The  treatment  of  the  foregoing  respiratory 
difficulties  is  entirely  mechanical  in  nature  such 
as  performing  artificial  ventilation  following  the 
establishment  of  a clear  airway. 

Failure  of  the  circulatory  system  is  usually 
due  to  hypovolemia,  hypotension  or  hyperten- 
sion. The  hypertension  may  be  caused  by  an  in- 
crease in  alveolar  carbon  dioxide  due  to  inade- 


quate pulmonary  ventilation  or  CO2  removal, 
or  by  such  vasopressor  drugs  as  pitressin  or  ergot. 
The  treatment  depends  on  the  specific  cause. 

The  physiologic  changes  occuring  during 
pregnancy  must  also  be  considered  in  the  selec- 
tion of  obstetrical  anesthesia.  The  following 
changes  are  those  which  are  of  particular  signi- 
ficance to  the  anesthesiologist:7  The  blood  ex- 
hibits a marked  hypovolemia  with  hemodilution 
and  hypoproteinemia.  There  is  also  a lowering 
of  the  CO2  combining  power  and  an  elevation 
of  the  sedimentation  rate. 

The  water  balance  is  altered  by  a retention  of 
water  in  all  body  compartments.  The  circulatory 
system  exhibits  an  increase  in  cardiac  output  to- 
gether with  an  increase  in  the  basal  heart  rate. 
There  is  an  increased  incidence  of  functional 
heart  murmurs  and  a more  marked  susceptibility 
to  disorders  of  rhythm. 

There  is  also  an  over-all  increase  in  mean  ar- 
terial blood  pressure  associated  with  an  increase 
in  pulse  pressure  and  an  elevation  of  the  venous 
pressure  in  the  lower  extremities.  The  respira- 
tory system  exhibits  an  increase  in  ventilation  at 
rest  together  with  a rise  in  oxygen  consumption. 
The  metabolic  changes  consist  of  an  elevation  of 
the  basal  metabolic  rate  with  a tendency  to  the 
development  of  ketosis  and  glycosuria. 

The  particular  method  of  conduct  of  labor 
also  plays  a significant  role  in  the  choice  of 
anesthesia  in  obstetrics.  The  pain  thresholds  and 
general  maternal  mental  states  vary  greatly;  thus 
the  selection  as  well  as  the  timing  of  the  drug 
therapy  is  important. 

Some  authorities  feel  that  the  utilization  of 
the  basic  principles  of  suggestion  may  shorten 
the  duration  of  labor  and  decrease  the  need  for 
sedatives.  Barbiturates  have  been  used  very  ex- 
tensively to  promote  maternal  comfort  during 
labor  but  they  tend  to  be  accompanied  by  fetal 
depression  particularly  when  followed  by  gen- 
eral anesthesia. 

During  the  last  few  years  various  tranquilizers 
such  as  chlorpromazine,  promothazine  and  pro- 
mazine have  gained  prominence  particularly  in 
the  management  of  apprehension  early  in  labor. 
These  agents  have  a tendency  to  enhance  the 
cardiovascular  and  respiratory  depression  caused 
by  sedatives  and  narcotics.  It  is  now  generally 
recognized  that  this  enhancement  action  is  not 
as  prominent  as  it  was  originally  believed  to  be. 

The  pain  that  occurs  at  the  end  of  the  first 
stage  and  during  the  second  stage  of  labor  is 
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usually  controlled  by  an  opiate  such  as  demerol, 
Nisentil  or  morphine  with  or  without  scopola- 
mine. Some  authorities  recommend  the  concomit- 
ant administration  of  narcotics  and  narcotic-an- 
tagonists. 

It  is  thus  obvious  that  no  single  agent  or 
method  of  anesthesia  can  be  considered  ideal  in 
all  obstetrical  patients.  There  is  an  old,  well- 
known  axiom  in  anesthesia  which  states  that  in 
the  selection  of  anesthesia  the  skill  and  knowl- 
edge of  the  anesthetist  is  of  much  greater  sig- 
nificance or  importance  than  the  agent  selected. 
Having  this  axiom  in  mind,  I shall  discuss  briefly 
the  selection  of  the  obstetrical  anesthetic  agent, 
technic  or  method  when  considering  the  adminis- 
trator. 

1.  The  Inexperienced  Anesthetist 

The  first  group  includes  the  inexperienced 
anesthetist  such  as  most  obstetrical  nurses,  phy- 
sicians without  anesthesia  training  and  those  re- 
ferred to  previously  who  have  nothing  more  im- 
portant to  do  during  parturition.  This  group 
should  only  administer  anesthesia  by  open  drop 
technics  utilizing  such  agents  as  vinethene  or 
ether  or  both.  Some  of  our  English  colleagues  in 
anesthesia  state  that  under  these  circumstances 
the  parturient  should  lie  in  the  lateral  modified 
Sims’  position  with  her  head  lower  than  the 
hips  particularly  if  she  has  a full  stomach  in 
order  to  decrease  the  danger  of  aspiration  of 
vomitus. 

It  is  assumed  that  this  group  of  administrators 
of  anesthesia  is  unable  to  utilize  an  anesthesia 
machine,  pass  an  endotracheal  tube,  or  satisfac- 
torily resuscitate  either  mother  or  infant  should 
this  be  required.  I believe  that  the  administra- 
tion of  chloroform  by  this  group  is  contraini- 
cated  because  of  the  cardiotoxic  effects  of  this 
agent  despite  its  ease  of  administration. 

A review  of  the  current  literature  indicates 
that  this  group  of  so-called  anesthetists  are  res- 
ponsible for  a disproportionately  large  share  of 
maternal  deaths.  The  most  common  cause  of  the 
exodus  is  asphyxia  due  to  the  aspiration  of 
vomitus.  Incidentally  these  deaths  must  of  course 
be  considered  as  preventable. 

2.  Nurse  Anesthetists  or 

Nurse  Anesthesia-Technicians 

It  is  impossible  to  make  dogmatic  statements 
regarding  the  selection  of  anesthetic  agents  or 
technics  that  are  particularly  suitable  or  indi- 
cated for  this  group  because  of  the  marked 
variation  in  individual  training,  experience  and 


over-all  capability. 

It  is  generally  accepted  that  nurse  anesthetists 
are  unable  to  perform  any  regional  or  conduc- 
tion anesthesia.  Most  nurse  anesthetists  are  able 
to  perform  endotracheal  intubations,  can  handle 
anesthesia  gas  machines  and  are  reasonably 
adept  at  resuscitation  of  the  mother. 

I think  that  the  choice  of  anesthetic  agent  or 
technic  for  this  group  would  include  various 
open  drop  technics  such  as  vinethene  or  ether, 
or  both,  nitrous  oxide-oxygen  inhalation  anesthe- 
sia supplemented  with  ether  if  necessary,  trich- 
lorethylene  and  nitrous  oxide  with  oxygen  for 
those  trained  in  its  administration,  and  in  some 
instances  cyclopropane  inhalation  anesthesia. 

It  must  be  remembered  when  dealing  with 
nurse  anesthetists  that  they  are  only  able  to 
utilize  with  safety  those  agents  or  technics  with 
which  they  have  received  special  training.  Thus 
it  is  only  those  who  are  receiving  constant  train- 
ing and  supervision  by  an  anesthesiologist  who 
are  able  to  utilize  the  newer  agents  and  methods 
that  are  being  developed.  Thus  it  is  not  pos- 
sible to  select  a group  of  agents  or  methods  that 
are  indicated  for  all  nurse  anesthetists.  I think 
a most  important  consideration  in  this  regard  is 
whether  or  not  the  nurse  anesthetist  is  adept  at 
endotracheal  intubation. 

It  must  be  remembered  that  nurse  anesthetists 
can  perform  a very  useful  service  as  assistants 
to  anesthesiologists  or  obstetricians.  An  example 
is  carrying  on  the  anesthetization  of  the  mother 
while  the  anesthesiologist  is  resuscitating  the  in- 
fant. Another  is  checking  the  maternal  pulse  and 
blood  pressure  after  induction  of  conduction 
anesthesia  by  the  obstetrician. 

The  foregoing  indicates  that  there  is  probably 
no  easier  or  faster  method  for  an  obstetrician 
to  get  his  patient  and  himself  into  serious  trouble 
than  by  ordering  his  nurse  anesthetist  to  employ 
a new  agent  and  method  of  anesthesia,  the  vir- 
tues of  which  he  heard  extolled  at  a recent  meet- 
ing by  the  new  professor  of  anesthesia. 

Obstetricians 

A primary  objective  of  the  obstetrician  is  to 
obtain  as  much  relief  of  the  pains  of  labor  as 
is  consistent  with  the  safety  and  welfare  of  the 
mother  and  her  unborn  child.  Therefore  it  is 
logical  that  many  obstetricians  have  become 
keenly  interested  in  obstetrical  anesthesia.  Fur- 
thermore, it  has  become  mandatory  in  many  in- 
stances for  the  obstetrician  to  become  proficient 
in  administering  anesthesia  because  of  the  de- 
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plorable  conditions  mentioned  earlier  regarding 
obstetrical  anesthesia. 

Pain  relief  in  most  deliveries  whether  vaginal 
or  abdominal  can  readily  be  obtained  with  some 
form  of  conduction  anesthesia.  The  recommend- 
ed methods  of  anesthesia  for  obstetricians  are 
therefore  one  of  the  following. 

1.  Local  anesthesia  of  the  perineum  which 
can  be  obtained  by  local  infiltration  or  bilateral 
pudendal  nerve  block. 

2.  Saddle  or  low  spinal  anesthesia. 

3.  Caudal  anesthesia  (single  dose  or  continu- 
ous technic.) 

The  particular  technic  or  local  agent  utilized 
for  the  induction  of  the  above  types  of  conduc- 
tion anesthesia  is  not  as  significant  as  the  train- 
ing and  experience  of  the  obstetrician  with  a 
particular  agent  or  method.  A description  of 
all  the  foregoing  methods  and  the  pharmacology 
of  the  various  local  anesthetic  agents  utilized  is 
standard  textbook  information  and  not  within 
the  scope  of  this  paper. 

In  my  opinion  epidural  or  peridural  anesthesia 
is  rarely  indicated  in  the  hands  of  an  obstetri- 
cian. This  form  of  conduction  anesthesia  is  very 
difficult  to  perfect  and  it  is  always  potentially 
hazardous. 

Anesthesiologists 

This  group  of  specialists  should  be  able  to 
utilize  with  maximum  safety  to  mother  and  child 
any  agent,  technic  or  method  of  anesthesia  that 
is  indicated  by  the  particular  situation  at  hand. 
But  clinical  experience  has  indicated  that  also 
in  this  group  the  skill  and  experience  of  the 
anesthesiologist  requires  almost  as  much  con- 
sideration as  the  general  condition  of  the  par- 
turient and  unborn  child  in  the  selection  of  the 
anesthetic  agent  and  method.  Thus  there  is  no 
panacea  in  the  choice  of  anesthesia  in  obstetrics 
and  many  variable  factors  must  be  considered. 

A most  important  consideration  in  the  choice 
of  obstetrical  anesthesia  is  the  placental  trans- 
fer of  anesthetic  drugs  and  agents.  This  is  a 
rather  involved  subject,  so  reference  will  be 
made  only  to  those  aspects  which  appear  to  be 
of  particular  significance.  Marx7  pointed  out  that: 

1.  All  gases  that  are  able  to  cross  the  pul- 
monary barrier  are  also  able  to  traverse  the 
placental  barrier. 

2.  Every  known  anesthetic,  hypnotic  or  seda- 
tive drug  that  is  capable  of  passing  the  blood- 
brain  barrier  will  also  traverse  the  placental  bar- 
rier. 


3.  Neuromuscular  blocking  agents  that  do  not 
cross  the  blood-brain  barrier  easily  are  not  trans- 
ferred readily  across  the  placental  barrier. 

The  rate  and  amount  of  placental  transport  is 
among  other  factors  influenced  by  the  state  of 
the  maternal,  placental  and  fetal  circulations. 
The  maternal  circulation  is  altered  by  uterine 
contractions  and  by  most  drugs  or  agents  used 
for  sedation  or  anesthesia. 

It  is  well  known  that  the  circulatory  changes 
induced  by  various  anesthetic  agents  and  drugs 
during  childbirth  are  unpredictable.  Therefore 
the  agent  or  drug  selected  and  the  total  dose 
should  be  governed  by  the  degree  of  danger 
inherent  in  the  transport  of  unexpectedly  large 
amounts  to  the  fetus. 

Now  I shall  discuss  current  trends  in  obstet- 
rical anesthesia  and  special  situations  that  may 
be  encountered.  The  remarks  and  conclusions 
reached  will  only  apply  to  those  having  ade- 
quate training  in  the  field  of  anesthesiology. 

Agents,  Technics  and  Methods 

1.  Open  Drop  Technics. 

I believe  that  the  open  drop  technics  of  vola- 
tile agents  such  as  ether  or  vinethene  are  rarely 
if  ever  indicated  methods  of  administration  by 
anesthesiologists.  This  is  an  unpleasant  manner 
by  which  to  be  anesthetized  and  it  is  almost 
invariably  followed  by  nausea,  vomiting  and 
general  malaise. 

2.  Anesthesia  Gas  Machines. 

The  administration  of  various  inhalation  agents 
utilizing  modern  anesthesia  gas  machines  is  very 
common  in  obstetrical  anesthesia.  The  induction 
of  anesthesia  is  rapid  and  pleasant.  During  the 
past  few  years  there  have  been  several  new 
agents  added  to  our  armamentarium. 

Nitrous  oxide  is  probably  still  the  most  popu- 
lar inhalation  agent.  It  is  a pleasant,  nonirritat- 
ing, nonexplosive  gas  that  has  practically  no 
aftereffects.  It  is  an  excellent  analgesic  agent,  but 
because  of  its  low  potency,  supplementation  with 
other  inhalation  agents  such  as  cyclopropane  or 
ether  is  frequently  necessary  if  muscular  or  uter- 
ine relaxation  is  required  for  the  delivery.  Nitr- 
ous oxide  is  an  excellent  induction  agent  for 
other  agents  such  as  ether,  cyclopropane,  tri- 
lene  or  fluothane  etc. 

Ethylene 

This  explosive  inhalation  agent  is  slightly  more 
potent  than  nitrous  oxide  but  otherwise  possesses 
essentially  similar  pharmacologic  properties.  I 
do  not  feel  that  it  serves  a useful  function  in 
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obstetrical  anesthesia. 

Ether 

This  volatile  potent  anesthetic  agent  is  still 
utilized  rather  extensively  because  of  its  im- 
puted safety.  The  induction  can  be  made  reason- 
ably pleasant  with  nitrous  oxide  and  sufficient 
muscular  relaxation  for  any  obstetrical  manipu- 
lation can  be  obtained  without  anoxia.  Recovery 
time  is  rather  prolonged  and  regardless  of  how 
expertly  ether  is  administered  it  is  almost  in- 
variably followed  by  nausea  and  vomiting. 

Cyclopropane 

This  is  a pleasant,  nonirritating,  potent,  explo- 
sive inhalation  anesthetic  agent  that  is  able  to 
induce  all  stages  and  planes  of  muscular  relaxa- 
tion without  anoxia.  Induction  is  pleasant  as  well 
as  very  rapid. 

Cyclopropane  is  potentially  cardiotoxic  and 
arrhythmias  occur  rather  frequently  particularly 
in  the  presence  of  excessive  vapor  concentrations. 
Recovery  is  rapid  and  sometimes  accompanied 
by  slight  nausea  and  vomiting.  Cyclopropane 
passes  the  placental  barrier  rather  rapidly  (i.e. 
5-10  minutes)  and  causes  fetal  respiratory  de- 
pression. It  is  incompatable  with  epinephrine. 

Trichiorethylene  (Trilene) 

This  relatively  new,  nonexplosive,  pleasant- 
smelling inhalation  agent  is  utilized  much  more 
extensively  for  obstetrical  anesthesia  than  com- 
monly realized,  particularly  in  Canada  and  Eng- 
land. It  has  a very  rapid  induction  and  re- 
covery time. 

Trilene  produces  phosgene  and  other  poison- 
ous gases  when  it  comes  in  contact  with  soda 
lime.  Therefore  the  carbon  dioxide  absorber 
must  be  removed  from  the  circuit  when  this 
agent  is  administered.  Trilene  may  be  utilized 
for  self-administration  to  aid  in  the  control  of 
labor  pains.  Several  small  inhalers  are  available 
for  this  purpose  such  as  the  Duke  Inhaler.  It 
has  however  been  shown  that  prolonged  self- 
administration of  trilene  has  a depressant  effect 
upon  the  respiratory  activity  of  the  infant. 

It  has  now  been  well  established  that  trilene 
should  not  be  administered  as  the  sole  anesthetic- 
agent  in  obstetrics  but  rather  as  an  adjunct  to 
nitrous  oxide.  Most  anesthesiologists  utilize  a 
partial  rebreathing  system  in  such  a manner  that 
the  nitrous  oxide  flows  through  the  trilene  va- 
porizer. Postoperatively  there  is  frequently  some 
nausea  and  vomiting  particularly  in  the  presence 
of  a full  stomach. 

Briefly  the  main  advantages  of  trichlorethy- 
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lene  are  a smooth  and  rapid  induction,  no  affect 
on  blood  pressure,  no  contraindication  to  oxytoc- 
ics,  no  increased  post  partum  bleeding,  some 
degree  of  amnesia  and  insignificant  depression 
of  the  newborn. 

The  disadvantages  are  incompatability  with 
epinephrine,  cardiac  arrhythmias  which  usually 
disappear  on  decreasing  the  vapor  concentra- 
tion, and  incomplete  muscular  relaxation.  Thus 
it  may  be  necessary  to  add  ether  if  deep  re- 
laxation is  desired  and  a special  vaporizer  is  re- 
quired. The  agent  is  inexpensive  and  only  low 
vapor  concentrations  are  required  (0.25-0.75  per 
cent)  for  obstetrical  anesthesia. 

Fluothane  (Halothane) 

This  new,  very  potent,  nonexplosive  controver- 
sial anesthetic  agent  which  has  become  popular 
for  numerous  and  sundry  operative  procedures 
has  not  really  been  used  very  extensively  in 
obstetrics. 

Dumke  states  that  despite  statements  to  the 
contrary,  post  partum  hemorrhage  or  uterine 
hypotonicity  do  not  occur  following  anesthesia 
anesthesia  with  the  modest  depth  of  anesthesia 
required  for  vaginal  delivery. 

The  induction  is  rapid  and  pleasant.  Recovery 
is  fast  with  a minimal  incidence  of  nausea  or 
vomiting.  High  flow  rates  of  nitrous  oxide  and 
oxygen  are  usually  used  to  vaporize  the  fluo- 
thane in  a special  vaporizer  such  as  the  fluotec 
which  is  attached  to  a standard  anesthesia  gas 
machine.  The  maximum  concentrations  of  fluo- 
thane required  for  an  obstetrical  procedure  will 
vary  from  1 to  3 per  cent  by  volume  of  the  in- 
haled mixture.  It  should  be  used  in  the  lowest 
possible  concentration  for  the  shortest  possible 
time. 

There  is  a tendency  to  the  production  of  hypo- 
tension and  various  cardiac  irregularities  particu- 
larly when  associated  with  hypercarbia  in  the 
deeper  planes  of  anesthesia.  Full  surgical  anes- 
thesia will  produce  marked  uterine  relaxation, 
but  the  hypotension  can  easily  be  controlled  with 
vasopressors.  There  appears  to  be  minimal  res- 
piratory depression  of  infants  but  this  depends 
on  the  depth  as  well  as  the  duration  of  the  anes- 
thesia. 

The  main  advantages  of  fluothane  are  the 
striking  absence  of  reflex  movements  during 
obstetrical  manipulations  even  in  very  light 
planes  of  anesthesia  and  the  absence  of  laryn- 
gospasm  and  salivary  or  bronchial  secretions  that 
may  occur  with  other  inhalation  agents  such  as 
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cyclopropane.  Vomiting  as  mentioned  previous- 
ly is  extremely  rare. 

In  summary  it  may  be  said  that  fluothane  is 
one  of  the  best  and  most  easily  handled  inhala- 
tion anesthetic  agents,  but  in  the  hands  of  the 
careless  or  unskilled  it  is  also  one  of  the  most 
lethal. 

Intravenous  Anesthesia 
( Pentothal  or  Surital  etc. ) 

Intravenous  anesthetic  agents  such  as  the 
thiobarbiturates  are  very  pleasant  for  the  mother 
but  they  all  pass  the  placental  barrier  very 
rapidly  and  thus  may  produce  marked  fetal  de- 
pression. Therefore  these  agents  should  be  ad- 
ministered only  by  qualified  anesthesiologists 
and  then  only  when  delivery  is  imminent. 

It  is  generally  recognized  that  even  in  the 
hands  of  the  most  capable  these  agents  are  al- 
ways a potential  hazard  in  obstetrical  anesthesia. 
The  likelihood  of  the  development  of  severe 
laryngospasm  is  much  greater  with  these  agents 
than  with  any  of  the  inhalation  agents. 

It  is  thus  readily  apparent  why  some  physi- 
cians claim  that  inhalation  or  intravenous  agents 
can  never  be  considered  as  approaching  the 
ideal  obstetrical  anesthetic  because  they  all  pass 
the  placental  barrier  causing  fetal  depression, 
and  there  is  always  a danger  of  vomiting  follow- 
ed by  aspiration  or  regurgitation.  This  becomes 
particularly  apparent  when  we  consider  that  the 
obstetrical  patient  is  frequently  a relatively  un- 
prepared patient  requiring  a relatively  emer- 
gency procedure. 

The  Muscle  Relaxants 

The  muscle  relaxants  that  are  most  commonly 
used  as  adjuncts  in  obstetrical  anesthesia  are 
succinylcholine  chloride  ( Anectine ) and  Dec- 
amethonium  Bromide  ( Syncurine ) . The  chief  ad- 
vantages claimed  for  these  agents  are  ( 1 ) it  is 
possible  to  maintain  lighter  planes  of  anesthesia 

(2)  smaller  episiotomies  are  required  and  (3) 
it  is  possible  to  control  labor  in  such  a man- 
ner as  to  prevent  precipitate  delivery.  These 
relaxants  stop  all  voluntary  pushing  by  the  mo- 
ther so  that  the  infants  head  can  be  delivered 
slowly  without  trauma  to  either  the  head  or  the 
perineum  of  the  mother.  The  placenta  can  usu- 
ally be  delivered  immediately  because  the  muscle 
relaxants  do  not  decrease  the  force  of  the  uter- 
ine contractions  per  se  as  is  the  case  with  the 
various  potent  inhalation  anesthetic  agents.  The 
usual  dosage  of  Syncurine  is  2-4  mgms.  while 
that  of  Anectine  is  20-60  mgms.  These  muscle 


relaxants  cause  depression  or  cessation  of  mater- 
nal respiratory  activity  thus  they  should  only 
be  utilized  by  anesthesiologists  who  are  skilled 
in  assisting  and/or  controlling  maternal  respira- 
tory activity. 

Conduction  Anesthesia 

One  of  the  most  interesting  as  well  as  gratify- 
ing changes  in  obstetrical  anesthesia  during  the 
past  10  years  has  been  the  astounding  relative 
increase  in  the  use  of  various  forms  of  conduc- 
tion anesthesia.  There  are  many  reasons  for  this 
change  some  of  which  are: 

( 1 ) The  realization  that  the  commonest  cause 
of  maternal  mortality  is  tracheo-bronchial  ob- 
struction following  aspiration  of  vomitus.  Con- 
duction anesthesia  can  be  utilized  with  safety 
in  the  presence  of  a full  stomach  because  there 
generally  is  no  nausea,  vomiting  or  loss  of  pro- 
tective pharyngeal  reflexes. 

(2)  There  is  no  depression  of  the  fetus  if 
hypotension  and  circulatory  failure  with  con- 
comitant anoxia  is  avoided. 

(3)  The  obstetrician  can  with  a little  effort 
and  training  become  very  proficient  at  perform- 
ing several  types  of  conduction  anesthesia.  This 
means  that  he  can  in  most  instances  assure  his 
patients  of  relatively  safe  adequate  anesthesia 
even  in  the  absence  of  trained  anesthesia  per- 
sonnel. 

(4)  The  mother  may  receive  some  psycholog- 
ical benefits  from  remaining  conscious  through- 
out delivery. 

(5)  The  administration  of  large  amounts  of 
various  analgesics,  sedatives  and  tranquilizors 
during  prolonged  labor  may  so  depress  the  fetus 
that  an  inhalation  agent  is  contraindicated. 

(6)  The  realization  by  obstetricians  as  well  as 
anesthesiologists  that  there  are  many  maternal 
conditions  such  as  various  lung  and  heart  dis- 
eases, diabetes  and  cirrhosis  etc.  in  which  in- 
halation anesthesia  is  contraindicated  and  also 
there  are  other  maternal  conditions  such  as  heart 
failure,  eclampsia  and  renal  conditions  in  which 
the  conduction  anesthesia  may  have  a therapeu- 
tic effect  in  addition  to  producing  pain  relief. 

It  must  be  remembered  that  to  practice  con- 
duction anesthesia  with  safety  and  success  the 
obstetrician  or  anesthesiologist  must  not  only 
be  skilled  in  performing  the  various  types  of 
blocks  but  must  also  have  a thorough  knowledge 
of  maternal,  foetal  and  neonatal  physiology  and 
know  how  these  factors  are  affected  by  those 
regional  anesthetic  agents  or  technics.  For  ex- 
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ample  the  progress  of  labor  and  the  presentation 
must  be  accessed  correctly  in  order  to  administer 
the  anesthesia  at  a useful  time. 

Brief  mention  will  now  be  made  of  the  various 
conduction  anesthesia  methods.  The  respective 
technics  will  not  be  described  as  they  are  stan- 
dard text  book  information  and  as  such  beyond 
the  scope  of  this  presentation.8,9 
Pudendal  Block 

This  relatively  simple  nerve  block  is  ideal 
for  a simple  delivery  with  or  without  an  episio- 
tomy.  It  is  indicated  for  patients  with  a full 
stomach  and  in  cases  which  have  received  ex- 
cessive medication  during  the  course  of  labor 
particularly  if  there  is  no  one  available  adept 
at  performing  the  other  methods  of  conduction 
anesthesia.  The  main  shortcomings  of  this  block 
is  that  it  only  relieves  the  pain  of  the  second 
stage  of  labor  (i.e.  pain  due  to  distention  of  the 
lower  birth  canal,  vulva  and  perineum.)  A pu- 
dental block  is  certainly  the  simplest  of  all  the 
methods  of  conduction  anesthesia  but  there  is 
always  the  hazard  of  intravascular  injection  of 
the  local  anesthetic  agent.  This  block  may  be 
combined  with  self  administration  of  triehlore- 
thylene. 

Lumbar  Sympathetic  Block 

It  has  been  shown  that  a block  of  the  sym- 
pathetic nerves  at  the  second  lumbar  vertebral 
level  relieves  the  pain  of  the  first  and  third 
stages  of  labor.  This  block  may  be  combined 
with  a pudendal  nerve  block.  I don’t  think  this 
particular  block  which  requires  very  precise  in- 
sertion of  the  local  anesthetic  needles  is  utilized 
very  extensively. 

Uterosacral  or  Paracervical  Block 

This  block  tends  to  be  painful  and  the  tech- 
nic is  very  exacting.  The  local  anesthetic  is  in- 
jected in  a very  vascular  area  thus  there  is  al- 
ways the  danger  of  an  intravascular  injection 
followed  by  convulsions  and  anoxia  etc. 

Saddle  Block  or  Low  Spinal  Anesthesia 

This  is  a reasonably  simple,  safe  anesthetic 
procedure  when  administered  correctly.  There 
is  always  the  danger  of  developing  hypotension 
with  concomitant  foetal  anxoia.  Unfortunately 
there  is  a fairly  high  incidence  of  post  spinal 
headache  and  in  many  areas  this  method  is 
not  readily  accepted  by  either  the  patients  or 
the  physicians  because  of  largely  unwarranted 
adverse  publicity  in  the  lay  press  as  well  as  in 
the  medical  journals. 

The  timing,  or  when  to  administer  the  saddle 
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block,  is  very  important  in  order  to  obtain 
maximum  pain  relief  without  slowing  the  prog- 
ress of  labor.  In  primipara  this  block  should  be 
instituted  when  the  cervix  is  fully  dilated  and 
the  occiput  crowning;  while  in  multipara  the 
cervix  should  be  dilated  8-9  cms.  and  the  occiput 
at  station  -f-  2. 

The  hypotension  which  may  ensue  is  due  to 
an  excessive  sympathetic  blockade  with  conse- 
quent vascular  pooling  of  blood.  The  hypo- 
tensive syndrome  which  is  due  to  vena  caval 
compression  by  the  gravid  uterus  must  also  be 
considered;  the  treatment  consists  of  turning  the 
patient  on  her  side.  An  intravenous  solution  of 
glucose  and  water  should  be  started  on  every 
patient  receiving  a low  spinal  anesthetic.  The 
hypotension  can  readily  be  controlled  with  vari- 
ous vasopressors.  The  incidence  of  post-spinal 
headaches  can  be  reduced  by  the  use  of  small 
bore  spinal  needles  and  should  this  complication 
occur  it  can  be  controlled  with  epidural  saline. 
Various  hyperbaric  solutions  of  local  anesthetic 
agents  are  commonly  used  for  saddle  block  anes- 
thesia such  as  small  doses  of  pontocaine,  nuper- 
eaine  or  xylocaine  combined  with  dextrose. 

Following  administration  of  the  anesthetic 
agent  the  patient  is  placed  on  her  back  in  a 
modified  fowlers  position  with  the  head  of  the 
bed  elevated.  Incidentally  the  elevation  of  the 
patients  legs  produces  an  autotransfusion  which 
may  be  all  that  is  required  to  treat  mild  hypo- 
tensive states.  The  chief  contraindications  to  this 
form  of  anesthesia  are  central  nervous  system 
disease,  a persistent  bloody  tap,  local  infection 
and  uncontrolled  shock  etc. 

Caudal  Analgesia 

This  popular  form  of  conduction  anesthesia, 
known  as  painless  labor,  has  received  extensive 
publicity  in  the  lay  press  and  numerous  articles 
in  the  medical  journals  extol  its  merits.  Caudal 
analgesia  may  be  administered  as  a single  shot 
or  continuous  technic.  The  main  problem  with 
this  method  is  that  10-15%  of  the  female  popu- 
lation have  abnormalities  of  the  sacrum  and  in 
approximately  one  half  of  these  it  is  impossible 
to  induce  adequate  analgesia. 

Any  of  the  modern  local  anesthetic  agents  are 
satisfactory  for  inducing  caudal  analgesia  prob- 
ably the  most  popular  at  present  being  Xylocaine 
1.5%  and  Pontocaine  0.15%.  The  main  hazards  or 
complications  are  hypotension  from  extensive 
sympathetic  blockade  or  toxic  reactions  second- 
ary to  the  relatively  large  doses  of  local  anes- 
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thetic  agent  which  are  required.  There  is  no 
puncture  of  the  dura  thus  there  is  no  incidence 
of  post-partum  headache  due  to  the  anesthesia. 

The  criteria  for  instituting  caudal  analgesia 
are  as  follows;  active  labor  with  regularly  recur- 
ring as  well  as  effctive  uterine  contractions,  en- 
gagement of  the  presenting  part  in  the  pelvis 
and  a cervix  which  is  dilated  at  least  6-8  cms. 
in  primiparas  and  4-5  cms.  in  multiparas.  Follow- 
ing the  induction  of  caudal  analgesia  the  patient 
is  positioned  in  the  same  manner  as  following 
saddle  block.  Hypotension  is  also  managed  in 
a manner  similar  to  that  mentioned  for  low  spinal 
anesthesia. 

The  contraindications  to  caudal  anesthesia  are 
similar  to  those  for  low  spinal  anesthesia  with 
the  adidtion  of  puncture  of  the  dura  by  the 
caudal  needle.  I think  that  most  anesthesiologists 
and  obstetricians  agree  that  placenta  praevia  or 
dystocia  are  not  absolute  contraindications  to 
caudal  anesthesia. 

Epidural  Anesthesia 

This  excellent  versatile  form  of  conduction 
anesthesia  has  become  increasingly  popular  dur- 
ing the  past  10  years  in  this  country.  Epidural 
anesthesia  is  induced  with  the  same  local  anes- 
thetic agents  as  used  for  caudal  anesthesia.  The 
main  advantages  of  epidural  anesthesia  when 
compared  with  caudal  anesthesia  are  that  less 
volume  of  anesthetic  solution  is  required  and  it 
can  be  induced  in  practically  every  patient.  It 
would  be  most  unusual  to  find  abnormalities 
of  the  lumbar  vertebra  which  would  preclude 
the  administration  of  an  epidural  anesthetic.  Its 
main  disadvatnage  is  that  it  is  a difficult  technic 
to  perfect  and  it  is  always  relatively  hazardous 
to  administer  a large  dose  of  a potent  local  anes- 
thetic agent  in  such  close  proximity  to  the  sub- 
arachnoid space.  Epidural  anesthesia  which  may 
be  utilized  as  a single  shot  or  the  continuous 
technic  produces  subjective  relief  of  labor  pain 
more  rapidly  than  caudal  anesthesia  because  the 
site  of  injection  is  closer  to  the  sensory  pain 
fibres  of  the  uterus. 

The  criteria  for  instituting  epidural  anesthesia 
are  very  similar  to  those  which  apply  for  caudal 
anesthesia  usually  an  attempt  is  made  to  in- 
duce the  anesthetic  approximately  30  minutes 
before  the  expected  time  of  delivery.  Thus  in 
primipara  the  cervix  should  be  fully  dilated  and 
the  presenting  part  engaged  in  the  pelvis,  while 
in  multipara  the  cervix  should  only  be  dilated  5-6 
cms.  when  the  anesthetic  is  administered.  The 


management  of  the  epidural  anesthesia  is  simi- 
lar to  that  following  caudal  anesthesia.  A note 
of  warning  must  be  sounded  when  discussing 
epidural  anesthesia  for  obstetrics.  The  technic  is 
difficult  to  perfect  at  best  as  mentioned  above 
but  also  there  is  a tendency  for  maternity  cases 
to  develop  hydropic  distension  of  their  tissues 
which  means  that  the  usual  ligamentous  resis- 
tances may  be  partially  lost  and  the  incidence  of 
negative  pressure  in  the  epidural  space  is  also 
decreased.  I believe  that  the  safest  technic  to 
employ  is  one  of  the  loss  of  resistance  technics 
particularly  the  modified  pressure  technic  which 
we  have  described  elsewhere.12  The  epidural 
needle  must  not  be  advanced  while  the  patient 
is  moving  because  of  the  increased  hazard  of 
puncturing  the  dura.  Thus  the  epidural  method 
of  anesthesia  requires  special  skill  and  training. 
There  is  a greater  likelihood  of  puncturing  the 
dura  and  producing  a total  spinal  anesthetic 
when  inserting  a needle  in  the  lumbar  area  than 
when  introducing  it  through  the  sacral  hiatus. 
However  when  expertly  administered  epidural 
anesthesia  has  all  the  advantages  of  the  caudal 
method  and  saddle  block  without  many  of  their 
disadvantages. 

The  various  complications  which  may  occur 
following  low  spinal,  caudal  or  epidural  anesthe- 
sia are  managed  in  similar  manners.  Hypotension 
by  elevation  of  the  legs,  turning  on  the  side,  or 
minimal  doses  of  various  vasopressors  depending 
on  the  cause  or  severity  of  the  hypotensive  epi- 
sode. Toxic  reactions  are  managed,  if  necessary, 
by  small  doses  of  intravenous  barbiturates  and 
oxygen  therapy.  Oxygen  is  administered  to  the 
mother  if  the  fetus  exhibits  signs  of  anoxia  and 
in  the  presence  of  maternal  conditions  such  as 
anaemia  or  hypotension  which  may  be  expected 
to  cause  foetal  anoxia. 

Caesarean  Section 

The  numerous  articles  in  the  current  litera- 
ture dealing  with  this  subject  indicate  that  there 
is  a wide  divergence  of  opinion  regarding  the 
choice  of  anesthesia  for  this  procedure.  I be- 
lieve that  many  of  the  positive  opinions  ex- 
pressed are  based  upon  the  maternal  mortality 
and  morbidity  rates  without  a thorough  consid- 
eration of  the  effects  upon  the  fetus.  In  our 
personal  series  exceeding  1500  cases  we  found 
that  the  variations  in  infant  mortality  rates  fol- 
lowing caesarean  sections  conducted  with  mod- 
ern anesthetic  methods  and  techniques  are  stat- 
istically insignificant  when  the  fetus  is  full  term 
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and  no  maternal  or  fetal  complications  are  pre- 
sent, but  there  is  a statistically  significant  varia- 
tion in  infant  mortality  rates  following  caesarean 
sections  conducted  with  various  modern  meth- 
ods of  anesthesia  when  the  fetus  is  premature 
and/or  various  maternal  or  foetal  complications 
are  present.  The  foetal  mortality  rate  under  these 
circumstances  is  lower  with  conduction  anes- 
thesia than  with  balanced  or  general  anesthesia.10 

Premedication  is  as  important  in  caesarean 
sections  as  it  is  in  other  surgical  procedures. 
The  dose  of  the  medicaments  is  kept  at  a mini- 
mum but  an  attempt  is  made  to  allay  maternal 
apprehension  while  inducing  a minimum  of  foetal 
respiratory  depression.  I wish  to  mention  in 
passing  that  when  selecting  spinal  anesthesia  we 
use  hypobarie  pontocaine  0.1%  solution  exclusive- 
ly because  we  believe  this  to  be  the  safest  form 
of  spinal  anesthesia  available  today.11  A few  of 
the  advantages  of  this  type  of  spinal  anesthesia 
are  especially  noteworthy  in  caesarean  sections. 
1.  The  ability  to  maintain  the  Trendelenburg 
position  throughout  the  operation  aids  in  the  pre- 
vention of  shock  and  cerebral  anoxia;  if  these 
conditions  should  intervene  this  position  aids  in 
their  treatment.  2.  Hypobarie  pontocaine  pos- 
sesses physical  properties  that  enable  accurate 
control  of  its  spread  within  the  subarachnoid 
space.  3.  The  onset  of  anesthesia  is  rapid,  and 
the  duration  of  a single  dose  is  adequate  for 
this  procedure.  4.  Hypobarie  pontocaine  0.1% 
solution,  being  diluate  is  relatively  nontoxic. 
There  have  been  no  post-operative  neurological 
sequelae  following  lumbar  analgesia  other  than 
headache. 

During  the  past  few  years  however  epidural 
anesthesia  has  been  utilized  for  the  vast  ma- 
jority of  our  caesarean  sections;  except  when 
contraindicated  by  various  maternal  conditions. 
The  modified  pressure  technic  described  else- 
where was  employed  in  these  cases.12  It  has  spe- 
cial safety  factors  and  it  is  unnecessary  to  wait 
for  the  effects  of  a test  dose  before  injecting  the 
desired  dose  of  local  anesthetic  solution.  There 
should  in  every  instance  be  two  members  of  the 
anesthesia  department  present  during  abdominal 
delivery  in  order  that  one  will  be  able  to  resus- 
citate the  baby.  An  alternative  is  to  have  this 
function  performed  by  a pediatrician  who  is 
skilled  in  this  field. 

Pre-eclampsia  and  Eclampsia 

I believe  that  the  choice  of  anesthesia  in  these 
toxic  conditions  plays  a very  important  role  in 
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the  maternal  morbidity  and  mortality  rates  as 
well  as  in  the  foetal  mortality  rates.  We,  as  well 
as  others,  have  pointed  out  that  the  anesthesiol- 
ogist ordinarily  manages  angiospasm  and  ischae- 
mia occurring  in  other  pathological  states  with 
some  form  of  conduction  anesthesia  hence  it  is 
only  logical  that  this  procedure  be  utilized  in 
the  control  of  the  angiospastic  processes  which 
affect  the  arterioles  throughout  the  body  of  an 
eclamptic  patient.1344  General  anesthesia  on  the 
other  hand  tends  to  induce  changes  in  the  blood 
which  parallel  those  found  in  eclampsia.  It  thus 
becomes  apparent  that  conduction  anesthesia 
may  act  as  a therapeutic  agent  as  well  as  an 
anesthetic  in  these  toxic  maternity  cases. 

Time  does  not  permit  a discussion  of  the 
choice  of  anesthesia  in  obstetrical  cases  suffer- 
ing from  various  metabolic,  cardiac,  renal,  neuro- 
logic, or  other  systemic  conditions.  Suffice  it  to 
mention  that  as  a general  rule  this  choice  will 
be  similar  to  that  which  would  apply  for  other 
abdominal  surgical  procedures  except  that  par- 
ticular care  must  be  taken  to  avoid  foetal  em- 
barrassment. 

Artificial  Induction  of  Labor 

There  is  little  doubt  that  either  continuous 
caudal  or  continuous  epidural  analgesia  are  the 
methods  of  choice  for  this  procedure.  These 
forms  of  conduction  anesthesia  assure  adequate 
pain  relief  to  the  mother  and  provide  optimal 
conditions  for  uterine  response  to  the  oxytoxic 
drugs  without  embarrassment  of  the  foetus.  It 
has  been  conclusively  shown  that  neither  method 
appreciably  affects  the  course  of  labor  unless 
the  sensory  level  rises  above  the  9th  or  10th 
thoracic  dermatome.  In  many  instances  these 
methods  actually  shorten  the  course  of  labor 
because  of  the  relaxation  of  the  lower  birth  canal 
and  the  pelvic  floor. 

The  anesthesiologist  must  be  particularly  vigi- 
lant while  conducting  anesthesia  for  the  arti- 
ficial induction  of  labor  because  hypotension 
may  follow  the  vasomotor  paralysis  induced  by 
the  conduction  anesthesia  and  the  strong  uterine 
contractions  induced  by  the  oxytoxic  drug  may 
markedly  reduce  the  effective  maternal  blood 
pressure  (The  difference  between  the  maternal 
systolic  blood  pressure  and  the  intra-uterine 
pressure. ) These  two  conditions  occurring  sim- 
ultaneously may  shut  off  the  inflow  of  blood 
from  the  uterine  artery  to  the  placenta  and  the 
intervillous  spaces  to  be  emptied  which  mean 
that  the  foetus  will  be  deprived  of  oxygen  during 
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the  period  of  the  uterine  contraction. 

Summary 

The  factors  which  are  significant  in  the  selec- 
tion of  anesthesia  in  obstetrics  have  been  dis- 
cussed with  particular  emphasis  being  placed 
on  the  most  variable  of  variables  the  administra- 
tor of  the  anesthetic.  The  advantages  and  dis- 
advantages of  the  various  currently  popular 
anesthetic  agents  and/or  technics  have  been  de- 
scribed with  particular  emphasis  being  placed 
on  conduction  anesthesia. 
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Initial  effect  of  community-wide  cytologic  screening  on  clinical  stage  of  cer- 
vical cancer  detected  in  an  entire  community.  Results  of  Memphis-Shelby  County, 
Tennessee,  study.  Raymond  F.  Kaiser,  M.D.,  Cyrus  C.  Erickson,  M.D.,  Bennett 
E.  Everett,  Jr.,  M.D.,  Alexander  G.  Gilliam,  M.D.,  Lloyd  M.  Graves,  M.D.,  Mary 
Walton,  M.D.,  and  Douglas  H.  Sprunt,  M.D.  J.  Nat.  Cancer  Inst.  25:  863-881, 
1960. 

Cytologic  technique  was  applied  to  vaginal  aspiration  smears  taken  from 
151,000  women,  including  67.6  percent  of  the  white  and  57.3  percent  of  the 
Negro  population  of  Memphis  and  Shelby  County,  Tennessee,  20  years  of  age 
and  older.  At  first  screening  performed  during  the  5 years  beginning  July,  1952, 
1.3  cases  of  unsuspected  invasive  cervical  cancer  were  detected  in  each  1,000 
white  residents  screened,  and  1.8  cases  per  1,000  Negro  residents.  The  prevalence 
ratios  for  unsuspected  intra-epithelial  carcinoma  (carcinoma  in  situ)  detected 
were  3.1  per  1,000  white  residents  and  4.0  per  1,000  Negroes.  The  prevalence  of 
unsuspected  invasive  disease,  taken  in  connection  with  the  presurvey  yearly 
incidence  of  newly  diagnosed  cases,  provided  an  estimate  that  the  cytologically 
detected  cases  were  probably  identified  on  the  average,  about  3 years  earlier 
in  their  invasive  phase  than  the  cases  diagnosed  in  the  presurvey  period.  Benefit 
of  the  program  to  the  community  is  indicated  by  diagnosis  of  invasive  disease 
at  an  earlier  stage  in  the  entire  population.  Prior  to  the  screening  program,  34 
percent  of  all  white  patients  and  18  percent  of  all  Negro  patients  in  Memphis 
and  Shelby  County  were  in  clinical  stage  I at  diagnosis.  During  the  program 
these  proportions  increased  to  57  and  38  percent,  respectively,  for  the  entire 
population,  and  to  86  and  77  percent,  respectively,  for  unsuspected  cancer  cases 
detected  by  the  screening  technique. 
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PLACENTA  PREVIA  ACCRETA, 

A CASE  REPORT 

by 

Charles  E.  Davis,  M.D. 
Ronald  I.  Goldberg,  M.D. 
Richard  A.  Kovarik,  M.D. 

A case  report  of  a very  rare  obstetrical  complication. 


WHEN  a part  of  all  the  decidua  basalis  is  de- 
ficient or  absent  so  that  the  trophoblast 
lies  upon  or  penetrates  the  myometrium  of  the 
lower  uterine  segment,  associated  with  placenta 
previa,  the  condition  has  been  termed  placenta 
previa  accreta. 

Of  the  280  cases  of  placenta  accreta  reported 
in  the  literature,  46  ( 18  per  cent ) have  been 
placenta  previa  accreta.1  Etiologic  factors  incrim- 
inated have  included  endometrial  injury  due  to 
curettage,  caesarean  section,  manual  removal  of 
the  placenta,  severe  previous  infection  and 
irradiation.2,4'5 

Areas  of  endometrial  deficiency,  such  as  the 
lower  uterine  segment  and  the  cornu  have  been 
incriminated  as  the  basic  cause  by  Hertig,  Kist- 
ner  and  Reid.3  Foster  implicated  the  more  popu- 
lar lower  segment  caesarean  section  scare  as  a 
factor  in  explaining  the  increasing  frequency 
with  which  placenta  previa  accreta  is  now  being 
reported.  This  theory  is  not  substantiated  by  the 
following  case  report. 


CASE  REPORT 


History. 

Mrs.  J.  B.,  a 30-year-old  white  female,  gravida  2,  para 


Dr.  Davis  has  offices  at  2021  North  24th  St.,  Phoenix. 

Dr.  Goldberg  is  from  the  Department  of  Obstetrics  and  Gyne- 
cology, Ellsworth  Air  Force  Base,  South  Dakota. 

Dr.  Kovarik  is  consultant.  Rapid  City,  South  Dakota. 


1,  whose  E.D.C.  was  29  April  1961,  was  admitted  to  the 
Ellsworth  AFB  Hospital  on  April  3,  1961,  at  6 p.m.  in 
shock  from  heavy  vaginal  bleeding. 

The  obstetric  history  revealed  a spontaneous  delivery 
of  a normal  living  male  infant  weighing  9 pounds,  4 
ounces  after  2 ¥2  hours  of  labor  in  June  1957.  At  that 
time  her  postpartum  course  was  complicated  by  uterine 
atony  and  hemorrhage  requiring  an  unknown  large  quan- 
tity of  whole  blood  transfusions.  Her  menstrual  history 
was  unremarkable. 

The  present  pregnancy  had  been  uneventful,  with  the 
exception  of  breech  presentation,  diagnosed  first  at  32 
weeks  gestation  which  had  persisted  until  this  admission 
to  the  hospital.  No  vaginal  bleeding  had  been  encoun- 
tered during  her  prenatal  course  and  no  attempt  at 
external  version  had  been  made.  Five  to  ten  minutes 
prior  to  admission,  while  the  patient  was  sitting  at  her 
dressing  table,  painless  vaginal  bleeding  of  an  estimated 
1,000  cc.  of  bright  blood  occurred.  Labor  commenced 
soon  after  admission. 

Examination  showed  a blood  pressure  of  60/0,  pulse 
rate  unobtainable,  the  patient  disoriented,  cold  and  dia- 
phoretic. Shortly  after  admission  the  membranes  rup- 
tured spontaneously.  An  unengaged  breech  presentation 
was  found.  Contractions  were  mild  occurring  every  five 
minutes.  Fetal  heart  rate  was  140  and  regular.  Placenta 
previa  centralis  was  suspected. 

Management. 

Minutes  after  admission  2 units  of  dextran  had  been 
infused  under  pressure  via  bilateral  Intracaths.  The 
patient  was  prepared  for  emergency  caesarean  section. 
Blood  was  started  as  the  patient  was  being  transported 
to  surgery  some  20  minutes  after  admission.  During  this 
course  of  time,  the  patient  lost  an  estimated  1,200  cc.  of 
blood.  The  patient  had  received  oxygen  by  mask  since 
admission,  and  by  the  time  surgery  was  commenced  two 
units  of  blood  had  been  administered  under  pressure. 

Blood  pressure  was  80/60,  pulse  rate  120  when  the 
patient  was  anesthetized  with  intravenous  thiopental 
sodium  after  intubation.  A low  transverse  cervical  caesar- 
ean section  was  performed  with  the  delivery  of  a live 
female  infant  weighing  6 pounds,  1 1 ounces  in  a period 
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Figure  IB.  Invading  trophoblastic  tissue  without  sur- 
rounding decidua  (150  x,  reduced). 


Figure  1A.  Placental  tissue  overlying  myometrium  with 
projections  of  chorionic  villi  extending  into  myometrium 
(18  x,  reduced). 


of  two  minutes  after  induction.  The  pediatrician  reported 
an  Apgar  of  6 and  the  infant  was  taken  to  the  nursery. 

A placenta  previa  centralis  was  encountered.  The 
placenta  separated  spontaneously  except  for  an  adherent 
area  of  the  right  inferolateral  edge.  A cleavage  plane  was 
established  with  little  difficulty  and  the  remainder  of  the 
placenta  was  removed  manually. 

A 1x3  cm.  elliptical  area  of  endometrial  denudation 
was  encountered  at  the  adherent  site  near  the  level  of 
the  internal  os.  Little  bright  bleeding  from  the  area  was 
present  and  the  uterus  was  contracting  well  from  oxyto- 
cin stimulation,  so  closure  of  the  uterus  was  undertaken. 
After  the  patient  had  received  9 units  of  whole  blood, 
and  following  the  closure,  vital  signs  had  greatly  im- 
proved. Operating  time  had  been  35  minutes  and  blood 
loss  was  estimated  at  1,500  cc. 

As  the  patient  was  being  transferred  from  the  operat- 
ing table  to  the  cart,  vaginal  gushing  of  approximately 
1,500  ccs.  of  bright  blood  occurred  and  the  patient  went 
into  a state  of  profound  shock.  The  source  of  bleeding 
was  considered  to  be  from  the  denuded  area. 

Clot  observation  tests  had  been  normal  on  venous 
blood  drawn  at  the  time  of  admission  and  near  the  end 
of  the  caesarean  section.  Heavy  doses  of  oxytocics  had 
been  of  little  consequence,  as  had  two  attempts  at  care- 
ful uterine  packings.  Manual  tamponade  of  the  denuded 
area  had  been  temporarily  expedient  as  blood  was  being 
readied.  An  intravenous  infusion  of  levarterenol  bitar- 
trate, N.N.R.,  was  started  and  the  patient  responded 
with  a blood  pressure  of  80/60,  pulse  140. 

The  patient  was  quickly  prepared  for  hysterectomy 
receiving  4 units  of  whole  blood  under  pressure.  Under 
nitrous  oxide,  oxygen  and  thiopental  sodium  anesthesia 
a total  abdominal  hysterectomy  was  performed.  After 
securing  the  uterine  arteries,  the  patient’s  blood  pressure 
was  maintained  at  a satisfactory  level  of  110/80,  pulse 
106  without  vasopressors. 

During  the  second  operation  and  over  the  course  of 
the  next  hour  six  units  of  blood  and  two  units  of  dextran 
were  given.  The  incision  had  been  closed  with  retention 
sutures  of  steel  wire. 

The  patient’s  urinary  output  for  the  first  8 hours  after 
surgery  was  50  cc.  However,  during  the  following  24 
hours  urinary  output  increased  to  850  cc.  Careful  fluid 
and  electrolyte  balance  had  been  maintained. 

The  remainder  of  the  postoperative  course  was  un- 
eventful, the  patient  being  discharged  from  the  hospital 
on  the  tenth  postoperative  day.  Postoperative  urinalysis 
was  unremarkable.  The  hematocrit  was  43  vol.%  and 
hemoglobin  was  12.8  gms. 

Result. 

The  patient  has  been  seen  on  three  follow  up  visits 
since  surgery  and  has  been  found  to  be  in  excellent 
health.  Her  daughter  is  living  and  well. 

Specimen. 

Microscopic  examination  (Fig.  la  & lb)  through  the 
lower  anterior  uterus  near  the  internal  os  revealed  rem- 
nants of  placental  tissue  with  well  preserved  chorionic 
villi  extending  into  the  myometrium  without  an  inter- 
vening zone  of  decidua. 

SUMMARY 

A case  report  of  placenta  previa  accreta  has 
been  presented. 

A review  of  the  incidence  and  etiologies  of  this 
condition  has  been  briefly  discussed. 
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Immunology  As  It  Relates 
To  Cancer:  Clinical  Applications- 

Past  Attempts  and 
Future  Possibilities 

by  Chester  M.  Southam,  M.D. 


Immunologic  treatment  of  cancer  has  been  attempted  since  about  1900. 
Therapy  using  active  and  passive  immunization  techniques  as  well  as 
stimulation  of  non-specific  body  defense  mechanisms  have  been  tried  with- 
out consistent  clinical  response.  The  author  reviews  humoral  and  cellular 
mechanisms  in  the  light  of  possible  therapeutic  application.  Although  the 
prophylaxis  and  treatment  of  cancer  by  immune  techniques  is  improbable, 
research  in  this  field  may  prove  very  fruitful. 


THANK  you.  Dr.  Dexter.  Ladies  and  Gentle- 
men: I am  sure  we  are  all  glad  to  get  back  to 
the  relative  simplicity  of  immunology. 

In  the  previous  lecture  ( see  Arizona  Medicine, 
May  1963)  I outlined  the  possible  immunologic 
mechanisms  as  specific  and  non-specific,  cellular 
and  humoral,  and  reminded  you  that  they  might 
be  reinforced  by  stimulating  the  individual  him- 
self to  greater  immunologic  activity  or  by  pro- 
duction of  these  materials  in  another  individual 
administering  it  passively  to  the  recipient.  Pre- 
vious attempts  to  apply  these  different  mech- 
anisms of  host  defense  to  the  treatment  of  clinical 
cancer  can  be  quite  rapidly  reviewed. 

First,  it  is  an  unhappy  fact  that  the  immuno- 
logic work  with  animal  tumors  that  was  done 
prior  to  the  present  decade  has  no  applicability 
to  human  cancer.  This  does  not  mean  that  the 
work  was  wasted.  Quite  the  contrary,  since  these 
studies  led  to  our  present  understanding  of  gen- 
etic interrelationships  in  tissue  transplantation, 
but  one  cannot  draw  any  conclusions  from  that 
animal  work  which  has  any  validity  for  human 
cancer  because  it  was  done  with  transplanted 
tumors  in  non-inbred  animals. 

Address  presented  to  the  Ninth  Annual  Cancer  Seminar  of  the 
Arizona  Division,  American  Cancer  Society,  January  14,  1961. 
Sloan-Kettering  Institute  for  Cancer  Research,  New  York,  N.  Y. 


In  such  situations  the  tumor  contains  many 
antigens  different  from  those  of  the  recipient. 
The  immunologic  reaction  to  the  tumor  trans- 
plant is  directed  against  all  these  foreign  anti- 
gens and  thus  has  little  relation  to  the  fact  that 
the  transplant  is  neoplastic. 

The  clinical  trials  of  immunologic  methods 
for  treatment  of  cancer  patients  have  included 
attempts  at  both  vaccination  and  serum  treat- 
ment. The  first  cancer  vaccine  trials  were  done 
shortly  before  1900  and  such  attempts  have  been 
continued  sporadically  right  up  to  the  present. 

The  vaccines  have  consisted  of  the  patient’s 
own  cancer  tissue  (autologous  vaccines)  or  can- 
cer from  one  or  many  other  patients  (homolog- 
ous vaccines).  They  have  been  used  fresh,  or 
killed  in  a variety  of  ways.  The  idea  is,  of  course, 
that  this  would  bring  about  formation  of  anti- 
bodies against  the  injected  cancer  tissue,  which 
would  cross-react  against  the  patient’s  own  can- 
cer. I have  recently  reviewed  these  studies  in 
considerable  detail  (Cancer  Research  21:1302- 
1316,  1961). 

The  best  known  contemporary  work  in  this 
area  is  that  of  the  Grahams  who  administered 
their  cancer  vaccines  in  Freund’s  adjuvant  (a 
suspension  in  mineral  oil  which  is  know'll  to 
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increase  antibody  responses ) . They  reasoned  that 
the  addition  of  an  adjuvant  might  somehow 
bring  about  a response  which  the  growing  tu- 
mor by  itself  was  unable  to  do.  This  was  a 
logical  idea  because  the  main  criticism  of  this 
entire  approach  is  that  (even  assuming  that 
there  is  a cancer  specific  antigen ) a patient  who 
has  a lot  of  cancer  would  not  be  expected  to 
react  against  the  injection  of  a little  more  can- 
cer. It’s  like  trying  to  immunize  a typhoid  pa- 
tient by  injecting  a few  more  typhoid  bacilli. 
But,  in  conjunction  with  adjuvants  it  was  worth 
a try. 

At  present  Moorman  and  Roberts  in  Pasadena 
are  using  this  technique  in  conjunction  with 
other  cancer  therapy,  and  the  same  approach 
is  being  used  with  some  additional  fillips  by 
Wilson  and  Finney  in  Austin,  Texas.  We’ll  try 
to  evaluate  all  these  studies  in  just  a moment. 

Another  clinical  approach  has  been  passive 
immunization  by  administration  of  antiserums. 
The  human  cancer  tissues  are  injected  into  ani- 
mals such  as  rabbits,  sheep,  or  horses  which 
produce  antibodies  to  the  human  tissue  antigens. 
This  serum  is  then  administered  to  patients  in 
the  hope  that  it  may  contain  antibodies  which 
will  react  against  and  destroy  cancer  specifically. 
Obviously  though,  such  crude  sera  will  also 
contain  antibodies  against  normal  cells  and  hence 
will  probably  cause  just  as  much  damage  to  nor- 
mal tissues  as  to  cancer  tissues. 

Since  these  are  animal  sera,  they  cause  sensi- 
tization and  so  cannot  be  used  repeatedly.  That 
particular  problem  could  be  overcome  merely 
by  using  human  antiserums.  This  would  present 
no  great  technical  difficulty  if  the  antigen  could 
be  found.  It  is  the  same  principle  as  using  gam- 
ma globulin  for  measles,  or  polio,  or  hepatitis. 
It  is  a sad  fact  that  sound  principles  and  tech- 
nical feasibility  are  not  always  matched  by 
applicability. 

Clinical  use  of  cancer  antiserums  also  started 
about  the  turn  of  the  century.  (For  literature 
review,  see  Cancer  Research  21:1302-1316, 
1961).  Probably  the  best  known  current  work 
in  this  area  is  by  the  Bjorklunds  of  Stockholm, 
another  husband-wife  team,  who  have  produced 
antisera  against  pooled  human  cancer  tissues  by 
inoculating  them  into  horses.  These  sera  were 
then  exhaustively  adsorbed  with  pooled  normal 
human  tissues,  hoping  to  leave  only  those  anti- 
bodies which  are  specific  for  cancer. 


Grace  and  others  at  Roswell  Park  Memorial 
Institute  injected  rabbits  with  human  leukemic 
tissues  and  then  injected  the  sera  into  leukemic 
skin  nodules  to  observe  local  effects.  A worker 
who  has  received  considerable  newspaper  pub- 
licity recently  is  Dr.  Gordon  Murray  of  Toronto, 
who  has  treated  many  patients  with  a horse  anti- 
cancer serum  without  any  attempt  to  remove 
any  anti-normal  components.  And  most  recently, 
Buinauskas  and  co-workers  in  Chicago  have  used 
sheep  for  this  same  purpose. 

A report  by  Sumner  and  Foraker  deserves 
mention  here.  They  obtained  fresh  whole  blood 
from  one  of  those  rare  patients  who  had  a spon- 
taneous regression  of  melanoma  and  adminis- 
tered it  to  another  patient  with  the  same  dis- 
ease who  subsequently  had  a spectacular  tumor 
regression.  Not  only  did  the  use  of  human  serum 
avoid  the  problem  of  sensitization  to  foreign 
serum  proteins,  but  by  using  fresh  whole  blood 
instead  of  serum,  they  transfused  leukocytes 
which  theoretically  might  have  contained  cell- 
associated  antibodies.  If  this  is  what  actually 
occurred,  this  procedure  accomplished  a pas- 
sive administration  of  cellular  specific  defense 
factors  (see  Figure  1 of  previous  paper,  Arizona 
Medicine,  May  1963).  The  term  “adoptive  im- 
munization’’ would  be  applicable  if  these  cells 
grew  but  true  adoptive  immunity  can  probably 
be  achieved  only  in  experimental  situations 
where  the  immune  cells  which  are  administered 
are  antigenically  compatible  with  the  recipient. 

There  have  also  been  clinical  attempts  to 
stimulate  non-specific  mechanisms.  Gramm  in 
Switzerland  and  Nagy  in  Budapest  have  admin- 
istered small  doses  of  bacterial  or  yeast  polysac- 
charides in  an  attempt  to  increase  the  activity 
of  the  reticuloendothelial  system.  In  our  dia- 
gram this  represents  active  stimulation  of  both 
humoral  and  cellular  non-specific  defense  mech- 
anisms. It  is  quite  conceivable  that  Coley’s  toxins 
which  have  had  extensive  clinical  trials  with 
occasionally  therapeutic  responses,  might  also 
exert  their  effects  through  such  mechanisms. 

A very  limited  attempt  has  been  made  to 
increase  non-specific  serum  factors  by  passive 
administration  of  a human  serum  product  rich 
in  properdin.  In  short,  sporadic  attempts  have 
been  made  to  treat  cancer  patients  by  each  of 
the  approaches  indicated  in  our  diagram  except 
enhancement  of  non-specific  cellular  defenses  by 
transplantation  of  phagocytic  and  fibroblastic 
cells. 
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I have  postponed  evaluation  of  these  experi- 
mental therapeutic  trials  because  they  can  all 
be  evaluated  at  once.  I think  it  can  be  stated 
unequivocally  and  fairly  that  none  of  these  ex- 
periments brought  about  any  therapeutic  re- 
sponse of  sufficient  frequency,  sufficient  degree, 
or  sufficient  duration  to  be  of  any  real  interest 
in  clinical  practice. 

I think  we  can  also  conclude  that  from  a scien- 
tific point  of  view,  few  if  any  of  the  studies 
showed  convincing  objective  evidence  of  any 
specific  anti-cancer  effect.  But  one  must  also 
conclude  that  there  have  been  just  enough  evi- 
dences of  change  in  clinical  course,  subjective 
status,  or  size  of  tumors  so  that  we  are  not 
justified  in  ignoring  the  possibility  that  biologic- 
ally significant  changes  may  have  been  brought 
about. 

It  should  also  be  recognized  that,  in  the  light 
of  present  knowledge  of  immunology,  many  of 
these  attempts  were  naive. 

Now  let’s  forsake  history  and  return  again  to 
theory  and  diagrams  for  an  imprudent  look  at 
the  future.  Figure  1 shows  the  familiar  blocks 
representing  the  several  possible  approaches  to 
enhancement  of  host  defense,  but  shading  has 
been  added  to  indicate  my  personal  valuation  of 
the  possibilities  of  achieving  any  therapeutic 
effect  against  clinical  cancer  through  these  ap- 
proaches. 

If  a mechanism,  a block  on  our  diagram,  were 
known  to  be  effective,  I would  have  made  it 
black.  If  it  was  a really  intriguing  possibility  I 
would  have  cross-hatched  it.  If  the  approach 
seems  conceivable  but  not  very  probable,  I 
shaded  it  lightly,  as  you  see.  If  I could  conceive 
of  no  applicability  to  cancer  treatment  I left  it 
blank. 

Figure  1 indicates  that  I personally  think  that 
the  specific  immunologic  approach  to  cancer 
treatment  is  still  conceivable,  on  either  an  ac- 
tive or  passive  basis,  but  because  of  the  great 
problems  already  considered,  I do  not  think 
that  success  is  very  probable.  I think  it  is  also 
conceivable  but  not  probable  that  we  can  find 
useful  treatment  for  cancer  patients  through  non- 
specific defense  mechanisms,  by  stimulation  or 
by  administration  of  as  yet  undiscovered  factors. 

I cannot  foresee  any  way  of  administering 
useful  phagocytic  cells  or  fibroblastic  cells  to 
aid  in  walling  off  tumor,  although  I would  not 
deny  that  such  a mechanism  might  be  a natural 


Mechanisms  for 
CANCER  TREATMENT 

Fig.  1.  Reprinted  from  Cancer  Research,  21:1303, 
1961  with  permission. 

host  defense  against  cancer.  This  is  obviously  a 
very  pessimistic  evaluation,  but  it  is  not  com- 
pletely negativistic.  There  is  a great  difference. 

Figure  2 is  a similar  personal  evaluation  of 
the  prospect  for  cancer  prevention  through  im- 
munology. This  is  a very  different  problem  from 
therapy  and  one  I have  shied  away  from  so  far. 

For  prophylaxis,  the  problem  is  to  introduce  a 
barrier  to  the  entry  of  a pathogenic  influence, 
rather  than  to  attempt  to  rid  the  body  of  dis- 
ease which  has  become  established.  This  pre- 
sents an  entirely  different  problem,  as  is  reflected 
on  these  charts  by  a difference  in  shading. 

The  four  blocks  representing  passive  immun- 
ologic approaches  are  unshaded  because  it  seems 
inconceivable  that  transient  effects  would  pre- 
vent cancer  because,  with  rare  exceptions,  we 
do  not  have  any  idea  of  when  or  for  how  long 
exposure  to  the  etiologic  agents  of  cancer  may 
occur.  We  must  therefore  concentrate  our  at- 
tention on  active  mechanisms. 

It  is  conceivable  that  we  can  somehow  bring 
about  a permanent  stimulation  of  non-specific 
defense  mechanisms.  Animal  experiments  with 
BCG  or  polysaccharides  gives  encouragement  to 
this  concept,  and  we  should  recognize  that  non- 
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specific  mechanisms  are  probably  the  most  im- 
portant of  our  defenses  against  all  kind  of  dis- 
eases. Natural  variation  in  non-specific  defenses 
may  be  the  reason  why  some  people  do  not 
develop  paralytic  polio  when  they  get  the  polio- 
virus infection,  why  some  of  us  have  fewer  colds 
than  others,  and  possibly  why  some  of  us  will 
not  get  cancer. 

These  differences  in  native  resistance  to  dis- 
ease are  not  explicable  on  the  basis  of  anti- 
body because  they  occur  before  antibody  has 
time  to  form.  But  cancer  prevention  through 
enhancement  of  non-specific  resistance  does  not 
seem  very  probable  because  it  is  not  possible 
at  this  moment  to  see  how  it  can  be  tested  or 
applied  in  human  populations. 

I’ve  gone  so  far  as  to  put  cross-hatching  on  the 
two  blocks  representing  specific  humoral  and 
cellular  mechanisms,  but  please  recall  that  I 
am  using  cross-hatching  to  designate  the  most 
intriguing,  not  necessarily  most  probable,  ap- 
proaches. If  there  are  any  cancer-specific 
antigens,  then  it  might  well  be  possible  to  use 
them  for  prophylaxis  against  cancer,  just  as  we 
immunize  with  specific  antigens  for  infectious 
diseases. 
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Fig.  2.  Reprinted  from  Cancer  Research,  21:1303, 
1961  with  permission. 


This  possibility,  however,  does  not  merit  great 
hopes,  for  there  are  many  practical  and  theoret- 
ical barriers  to  successful  application.  Even  if 
we  ignore  the  problem  of  getting  the  antigen  to 
work  with,  we  have  to  acknowledge  that  ex- 
posure to  the  cancer  pathogens,  whatever  they 
may  be,  may  occur  at  an  extremely  early  age.  If 
there  are  any  human  cancer  viruses,  they  may 
be  transmitted  transplacentally  or  neonatally,  as 
is  true  for  the  Bittner  milk  factor,  the  Gross 
leukemia  virus,  and  the  polyoma  virus  in  mice. 
If  so,  vaccination  may  be  ineffective. 

Personally,  however,  I feel  that  cautious  en- 
thusiasm for  the  possibility  of  vaccination  for 
cancer  prevention  is  justified  by  very  recent 
studies  in  several  laboratories,  which  suggest 
that  cancer-specific  antigens  do  arise  in  some 
carcinogen-induced  cancers  in  mice  and  that 
human  cancer  cells  may  contain  antigens  which 
are  not  present  (or  at  least  are  undetectable) 
in  normal  human  tissues. 

In  the  past,  the  analysis  and  study  of  immun- 
ology as  it  relates  to  human  cancer  had  usually 
been  characterized  by  either  of  two  extreme  at- 
titudes. 

First  came  the  naive  assumption  that  the  prin- 
ciples established  for  infectious  disease  would  be 
equally  applicable  to  human  cancer.  There  was 
no  consideration  of  the  autogenous  origin  of  the 
cancer  cell  and  no  recognition  of  the  fact  that 
most  of  the  transplantation  studies  in  experi- 
mental animals  had  no  parallel  in  human  cancer. 

This  led  to  the  enthusiastic  but  generally  fruit- 
less clinical  trials  of  vaccines  and  serums.  In  re- 
action to  this  disappointment  came  the  pessimis- 
tic attitude  that  because  human  cancer  is  auto- 
genous, it  is  completely  incapable  of  eliciting  or 
responding  to  any  kind  of  host  defense  reaction. 

I have  tried  to  present  to  you  a middle-of-the 
road  kind  of  interpretation,  pointing  out  the  very 
real  problems  that  may  make  immunological 
treatment  or  prevention  of  cancer  untenable,  but 
also  pointing  out  some  little  chinks  in  our  wall 
of  ignorance  which  seem  to  merit  more  digging 
in  hopes  that  they  might  give  entry  into  what 
now  looks  like  an  almost  impenetrable  problem. 

Anyone  who  is  a cautious  gambler  will  not  bet 
on  the  home  team  in  this  game  of  cancer  immu- 
nology, but  even  though  the  odds  are  long  there 
is  still  some  chance  of  winning.  The  game  is  not 
fixed. 
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The  Management  of  Threatened  Abortions 

by 

John  Parks,  M.D. 

and 

James  G.  Stites,  M.D. 


The  subject  is  covered  in  a very  common-sense  manner  and  is.  with 
few  exceptions,  complete.  Readers  may  not  entirely  agree  with  the  authors' 
recommendations,  and  this  of  course  reflects  the  wide  variation  of  opinion 
on  the  definition  and  on  the  management  of  threatened  abortion. 


THE  successful  treatment  of  any  clinical  condi- 
tion depends  upon  adequate  application  of 
known  knowledge.  In  a problem  so  filled  with 
scientific  unknowns  as  threatened  abortion,  ac- 
ceptable practice  is  not  always  successful  treat- 
ment. We  are  not  satisfied  with  our  present  un- 
derstanding of  this  major  obstetric  problem. 

What  are  we  talking  about  when  we  speak  of 
threatened  abortion?  What  is  the  scope  of  the 
problem? 

By  definition,  a patient  has  a threatened  abor- 
tion when  she  has  uterine  cramping,  genital 
bleeding,  cervical  effacement  or  dilatation  before 
the  twentieth  week  of  pregnancy.1 

Of  these  symptoms,  the  most  significant  is 
genital  bleeding.  Cramping  may  be  due  to  and 
confused  with  other  viscera.  Contractions  of  the 
uterus,  felt  by  the  physician,  are  significant. 
Asymptomatic  cervical  dilatation  and  efface- 
ment is  a silent  development  only  discovered  by 
examination  before  the  twentieth  week  of  preg- 
nancy.2 

Approximately  one-fifth,  or  20  per  cent,  of  all 
pregnancies  are  complicated  by  uterine  bleeding 
before  the  twentieth  week.3  In  about  75  per  cent 
of  these  patients,  bleeding  occurs  before  the 
thirteenth  week.  About  10  per  cent  of  all  known 
pregnancies,  or  one-half  of  those  threatening, 
will  abort.4  The  remaining  one-half  of  those  that 
threaten  to  abort  will  proceed  to  a period  of 
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viability. 

The  number  of  induced  abortions  is  unknown 
but  evidence  indicates  that  an  alarming  num- 
ber of  women  are  purposefully  aborted,  pos- 
sibly ranging  as  high  as  400,000  per  year.5 
ETIOLOGIC  FACTORS 

There  are  multiple  causes  of  threatened  abor- 
tions. Investigators  who  prove  a genetic,  trau- 
matic, or  an  endoctrine  factor  tend  to  magnify 
the  percentage  importance  of  their  findings  so 
that  when  all  causes  are  put  together  they  ex- 
ceed the  whole. 

It  is  known  that  genetic  factors,  such  as  ab- 
normal fetal  or  maternal  genes,  lead  to  placental 
malformations  and  blighted  ova. 

Blood  incompatabilities  of  mother  and  father 
such  as  Rh  (Rh  negative  mother,  Rh  positive 
father)  and  ABO  (mother  type  O,  father  type  A 
or  B ) theoretically  cause  fetoplacental  maldevel- 
opments  that  may  abort.  6' 7 Platelet  deficiencies 
and  capillary  fragility  are  also  considered  to  be 
factors  contributing  to  abortions.8  Congential  ab- 
normalties  of  the  uterus  and  idiopathic  non-trau- 
matic  cervical  incompetence  are  background 
conditions  associated  with  repeated  abortions. 

When  it  is  believed  that  the  threat  to  continu- 
ation of  pregnancy  is  due  to  some  forms  of  in- 
terference, the  multiple  methods  of  inducing 
abortion,  medically  and  mechanically,  require 
the  taking  of  a careful  and  confidential  history. 
TREATMENT 

Treatment  of  the  patient,  who  calls  because 
she  is  having  cramps  and  bleeding  in  early  preg- 
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nancy,  depends  somewhat  on  what  is  already 
known  about  her.  For  example,  if  she  has  not 
been  seen  during  the  course  of  her  current  preg- 
nancy it  is  important  to  see  her  either  at  her 
home  or  in  the  office  as  soon  as  feasible  after 
she  calls. 

By  talking  in  person  with  her,  and  if  possible 
with  her  husband,  attitudes  toward  the  preg- 
nancy as  well  as  information  about  the  preg- 
nancy can  be  obtained.  Desires,  fears,  and  se- 
verity of  symptoms  are  important  factors  in  the 
complete  management  of  the  patient  with  threat- 
ened abortion.9 

Unless  the  patient  has  been  seen  before  and 
it  is  known  that  she  is  pregnant  and  has  no  as- 
sociated complicating  lesion  such  as  a polyp  or 
cancer  of  the  cervix,  it  is  advisable  to  do  spec- 
ulum and  pelvic  examinations.  In  the  presence 
of  bleeding  the  examination  should  be  done  with 
relative  asepsis  using  sterile  instruments,  gloves 
and  an  isotonic,  nonirritating  antiseptic  solution 
to  cleanse  the  vulval  folds  around  the  introitus. 

If  the  uterus  is  normal  in  position,  if  bleeding 
is  scant,  and  if  the  cervix  is  not  effaced  or  dilat- 
ed, the  prognosis  for  continuation  of  pregnancy 
is  good.  It  is  in  this  type  of  patient  that  effective 
treatment  can  often  be  accomplished  through 
psychologic  methods  that  include  development 
of  patient-physician  rapport,  plus  pleasantly  posi- 
tive attitudes  of  assurance.9 

The  patient  should  be  encouraged  to  discuss 
freely  her  concerns  about  the  pregnancy  and  ask 
any  questions  however  remote  they  may  seem 
to  her  current  problem.  As  long  as  symptoms 
persist  and  throughout  the  first  12  weeks  of  preg- 
nancy it  is  advisable  to  see  the  patient  at  fre- 
quent intervals  or  communicate  with  her  by  tele- 
phone as  often  as  indicated. 

When  the  patient  has  a malposition  of  the 
uterus,  such  as  acute  retrodisplacement,  a trau- 
matic attempt  to  bring  the  uterus  forward  by 
digital  manipulation  may  contribute  to  abortion. 
In  this  circumstance  it  is  better  to  depend  upon 
the  knee-chest  position  and  further  development 
of  the  uterus  for  correction  of  the  malposition. 

If  it  is  possible  for  the  patient  to  stand  on  her 
head  or  if  her  husband  will  help  her  assume  such 
a position  by  holding  onto  her  ankles,  pelvic 
congestion  and  correction  of  uterine  malposition 
can  be  accomplished.  From  our  experience,  the 
headstand  position,  assumed  for  about  10  min- 
utes twice  daily,  has  been  successful  treatment 
for  a number  of  patients  who  had  persistent 


uterine  retrodisplacement  and  prior  spontaneous 
abortions. 

Bed  rest  and  sedatives  have  a very  limited 
place  in  the  treatment  of  threatened  abortion.  As 
a general  rule  if  no  improvement  of  symptoms 
occurs  after  48  hours  of  bed  rest  and  sedation, 
there  is  little  use  in  carrying  on  this  form  of 
therapy. 

As  far  as  is  known,  multiple  vitamin  therapy 
is  not  harmful.  On  the  other  hand  there  is  very 
little  proof  that  it  is  helpful  except  in  those  in- 
stances of  definite  deficiency.  There  is  evidence 
however  that  vitamin  C and  bioflavinoids  help 
prevent  abortion  in  those  patients  who  show 
signs  of  capillary  fragility.10 

Endocrine  therapy  is  indicated  when  there  is 
evidence  of  a definite  endocrine  deficiency.  The 
most  satisfactory  results  are  obtained  when  en- 
docrine therapy  is  used  before  rather  than  after 
the  onset  of  symptoms  of  a threatened  abortion. 

Thyroid  is  the  most  widely  accepted  of  all 
endocrines  used  to  prevent  abortion.  Its  action 
is  poorly  understood.  With  clinical  and  labora- 
tory evidence  of  hypothyroidism,  thyroid  should 
be  given  in  amounts  adequate  to  restore  thyroid 
function  to  a normal  level.11 

Estrogens  are  not  indicated  for  the  treatment 
of  threatened  abortion. 

The  newer  synthetic  progestins  have  been  used 
indiscriminately  to  treat  threatened  abortion. 
There  is  a definite  indication  for  the  use  of 
progestin  in  those  patients  who  show  evidence 
of  low  urinary  pregnanediol  levels  or  who  have 
vaginal  cytologic  indication  of  progesterone  de- 
ficiency.12 When  indicated,  the  most  effective 
method  of  administering  progestin  is  by  intra- 
muscular injection  of  the  long-acting  medication. 

The  routine  use  of  progestin  in  all  threatened 
abortions  is  contraindicated.  It  may  mask  a 
missed  abortion,  cause  masculinization  in  the  fe- 
male fetus,13  and  build  up  a false  sense  of  se- 
curity for  both  the  patient  and  her  physician. 

The  corticosteroids  should  be  reserved  for 
those  patients  who  have  evidence  of  capillary 
fragility  or  a decreased  platelet  count.  The  cor- 
ticosteroid may  be  given  orally  and  should  be 
continued  to  term  with  gradual  withdrawal  of 
the  medication  after  delivery. 

If  the  patient’s  bleeding  is  greater  in  amount 
than  she  would  ordinarily  have  with  a menstrual 
period,  it  is  advisable  that  she  be  treated  in  the 
hospital.  Preliminary  aseptic  examination  should 
be  done.  When  there  is  evidence  of  loss  of  plac- 
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ental  tissue  with  dilatation  and  effacement  of  the 
cervix,  the  patient  no  longer  has  a threatened 
but  an  incomplete  abortion  and  should  be  treated 
accordingly. 

An  occasional  patient  will  have  spontaneous 
disruption  of  a twin  pregnancy  with  evidence 
of  loss  of  tissue  or  amniotic  fluid.  If  the  bleeding 
is  not  profuse  and  if  the  uterus  still  has  a round- 
ed contour  with  resiliency,  indicating  the  pres- 
ence of  amniotic  fluid,  treatment  should  be  con- 
tinued for  threatened  abortion. 

An  example  of  this  circumstance  was  that  of  a 
physician’s  wife  who  reported  in  the  thirteenth 
week  of  pregnancy  with  a few  cramps,  definite 
loss  of  amniotic  fluid,  and  an  uneffaced  and 
undilated  cervix.  The  uterus  had  a rounded  re- 
siliency and  fetal  heart  sounds  were  still  heard. 

The  patient  was  treated  expectantly.  Approxi- 
mately 20  weeks  later  she  delivered  a healthy 
baby  girl  weighing  8 pounds.  Near  the  placental 
site,  attached  to  the  membranes,  was  the  amor- 
phous residual  of  a twin  pregnancy. 

The  incompetent  cervix  must  be  considered 
as  a cause  of  threatened  abortion.  If  previous 
history  of  mid-trimester  abortions  and  cervical 
findings  substantiate  this  diagnosis,  closure  of 
the  cervix  should  be  performed.2 

Although  this  topic  is  threatened  abortion,  and 
miscarriage  is  not  supposed  to  happen,  there  are 
a few  points  in  the  treatment  of  an  incomplete 
abortion  that  may  be  helpful  in  the  prevention  of 
future  abortions. 

With  few  exceptions,  such  as  acute  infection 
or  systemic  contraindication,  the  residual  prod- 
ucts of  an  incomplete  abortion  should  be  re- 
moved as  soon  as  possible  after  diagnosis.  The 
position  of  the  uterus  should  be  known  before 
an  instrument  is  interted  through  the  cervical 
canal. 

A dextrose  solution  to  which  an  oxytocic  can 
be  added  should  be  started  intravenously.  A 
straight  sponge  forcep  applied  to  the  anterior  lip 
of  the  cervix  serves  as  a less  traumatic  instrument 
for  traction  than  a tenaculum. 

Usually  the  cervical  canal  will  require  very 
little  dilatation.  Therefore  overstretching  and  lac- 
eration of  the  area  of  the  internal  os  by  traumatic 
dilatation  is  unnecessary. 

Removal  of  the  products  of  conception  with 
stimulation  of  the  uterus  to  contract  with 
Pitocin®  ordinarily  controls  uterine  bleeding. 
Sponge  forceps  exploration  of  the  uterus  may 
be  helpful  in  the  diagnosis  of  uterine  septal 
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defect  or  other  congenital  anomaly  giving  rise 
to  an  asymmetric  cavity.  Postabortal  packing  of 
the  uterus  is  rarely  indicated  and  this  procedure 
contributes  to  a higher  incidence  of  postabortal 
uterine  infection. 

CONCLUSIONS 

Threatened  abortion  occurs  in  about  20  per 
cent  of  all  pregnancies.  Pregnancy  in  approxi- 
mately one-half  of  these  patients  will  continue  to 
a successful  outcome.  It  is  hoped  that  this  per- 
centage can  be  increased  by: 

1.  diagnostic  pelvic  examination; 

2.  establishment  of  proper  rapport  between  pa- 
tient, husband,  and  physician; 

3.  evaluation  of  thyroid  function,  steroid  levels, 
blood  incomp  at  abilities,  genetic  and  uterine  ab- 
normalties;  and 

4.  the  institution  of  proper  individually  indi- 
cated therapy  including  thyroid,  vitamins,  pro- 
gestins,  psychological  support,  correction  of  uter- 
ine malposition,  and  closure  of  the  incompetent 
cervix. 

If  abortion  occurs,  it  is  the  responsibility  of 
the  physician  to  leave  the  patient  with  an  intelli- 
gent and  hopeful  attitude  toward  future  preg- 
nancies based  upon  a comprehensive  evaluation 
of  emotional,  physiologic  and  pathologic  circum- 
stances that  may  have  contributed  to  the  abor- 
tion problem  of  the  patient  and  her  husband. 
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Discussion  of  The  Management  of  Threatened 
Abortion  — William  E.  Crisp  Jr.,  M.D.,  Phoenix 


T IS  a twofold  pleasure  for  me  to  discuss  Doc- 
tor Parks’  manuscript.  He  is  not  only  one  of 
the  foremost  clinicians  of  otir  specialty,  a pro- 
fessor who  still  believes  that  the  patient  is  more 
important  than  her  electrophoretic  pattern,  but 
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he  is  also  my  former  professor  who  provided  me 
and  numerous  others  with  the  necessary  stimulus 
to  enter  the  specialty  of  obstetrics  and  gynecol- 
ogy- 

Despite  the  fact  that  some  20  per  cent  of  all 
pregnant  women  will  have  macroscopic  or  micro- 
scopic bleeding  of  placentation  during  the  early 
months  of  pregnancy,  every  patient  who  has  a 
sanguinous  discharge  with  or  without  cramps 
must  be  considered  as  threatening  to  abort. 

Certainly  when  one  realizes  the  multiplicity 
of  factors  involved  in  abortion,  any  series  with 
a high  percentage  of  “saves,”  touting  a particular 
method  of  therapy,  must  be  scrutinized. 

After  you  have  talked  with  the  patient  who  has 
this  particular  problem  of  first  trimester  bleeding 
and  examined  her,  thereby  ruling  out  the  obvious 
systemic  and  local  pathology  mentioned  by  Dr. 
Parks,  a frank  discussion  of  this  problem  with 
the  patient  and  her  husband,  if  possible,  is  need- 
ed. 

Here,  you,  the  clinician,  can  impress  upon 
these  people  that,  although  you  cannot  be  cer- 
tain as  to  the  outcome  of  the  pregnancy  at  this 
time,  you  will  do  everything  possible  to  maintain 
it.  On  the  other  hand,  I think  it  is  important  to 
emphasize  that  if  the  pregnancy  is  not  implanted 
well,  they  will  probably  miscarry,  whether  they 
stay  in  bed  or  continue  with  their  normal  routine. 

At  this  point  I think  it  is  best  not  to  mention 
the  possibilities  of  “bad  seed”  or  that  the  preg- 
nancy might  be  abnormal,  and  so  forth,  because 
if  the  pregnancy  does  continue  the  patient  will 
be  concerned  about  a malformed  infant.  It  should 
be  emphasized  that  if  the  pregnancy  does  con- 
tinue she  will  have  no  more  chance  for  a mal- 
formed baby  than  any  other  uncomplicated 
pregnancy. 

Since  most  of  us  face  this  problem  without 
the  benefit  of  knowing  much  about  the  patient, 
I believe  this  is  one  time  where  rational  shotgun 
therapy  is  indicated,  despite  the  fact  that  many 
authors  state  that  you  are  only  treating  symptoms 
of  an  abortion  that  is  already  on  its  way. 

Since  we  know  that  progesterone  is  the  one 
hormone  that  is  essential  for  the  maintenance  of 
human  pregnancy,  we  use  it  in  the  form  of 
medroxyprogesterine  ( Provera ) and  norethynod- 
rel  (Duphaston).  These  two  compounds  were  se- 
lected because  they  are  potent  progestins  with 
no  significant  androgenic  qualities,  plus  they 
can  be  taken  orally.  An  initial  dose  varies  from 


10  to  30  mg.  a day,  depending  on  the  severity  of 
the  bleeding. 

If  one  elects  to  use  hormone  preparations  to 
maintain  pregnancy,  it  is  also  necessary  to  use 
all  the  available  guides  to  regulate  this  therapy, 
since  there  is  an  increased  incidence  of  missed 
abortion  with  all  of  its  complications.  This  can 
be  prevented  in  degree  if  quantitative  serum 
estriol  levels  are  done  at  regular  intervals.  If  the 
estriol  level  falls  markedly  during  this  stage 
of  gestation,  the  use  of  the  hormone  support  of 
the  pregnancy  will  be  to  no  avail  and  should  be 
withdrawn. 

Since  this  laboratory  determination  is  not  al- 
ways convenient,  biweekly  measurements  of 
fundal  growth  throughout  this  stage  of  pregnacy, 
along  with  the  observation  of  any  changes  in 
the  presumptive  signs  of  pregnancy,  are  impor- 
tant guides  to  the  progress  of  pregnancy. 

We  also  use  a vitamin  C bioflavinoid  com- 
pound, such  as  duo-C.V.P.  in  an  attempt  to 
avoid  further  placental  separation  by  increasing 
capillary  tone.  The  only  other  medication  that 
we  occasionally  use  is  isoxsuprine  (Vasodilan) 
which  is  specific  to  smooth  muscle  relaxant. 

Bed  rest  is  of  value  since  tracer  studies  have 
shown  uterine  blood  flow  is  increased  in  the 
prone  position.  It  is  only  prescribed  for  48-72 
hours  depending  on  the  patient’s  family  situation. 

We  have  not  tried  Dr.  Parks’  suggestion  of 
standing  these  people  on  their  heads,  but  I cer- 
tainly can  see  its  advantages  of  at  least  having 
gravity  on  your  side.  In  addition,  it  would  take 
the  woman’s  mind  off  her  bleeding,  because  I 
am  sure  she  would  be  well  occupied  by  trying 
to  maintain  her  balance. 

In  treating  these  people  I am  sure  we  all 
realize  that  we  are  probably  medicating  19 
or  20  cases  needlessly  in  order  to  help  the  oc- 
casional patient  who  is  truly  threatening  to  abort 
and  in  whom  therapy  may  be  effective.  But  how 
is  one  to  know  in  which  cases  we  should  with- 
hold therapy. 

I would  like  to  re-emphasize  Doctor  Parks’ 
remark  that  after  the  patient  you  have  treated 
does  abort,  she  should  have  a gentle  uterine 
curettage,  not  only  to  complete  the  abortion,  but 
also  to  evaluate  her  uterine  architecture.  At  six 
weeks  the  patient  should  be  encouraged  and  re- 
evaluated for  the  purpose  of  preconceptional 
therapy  which  is  the  only  logical  approach  to 
the  problem  of  abortion. 
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LOAIASIS:  Recovery  of  Adult  JZo*  La 

F.  J.  Brady,  M.D. 

Ruth  E.  Ewing,  M.D. 

Stuart  Sanger,  M.D. 

Two  cases,  father  and  daughter,  of  infection  with  an  exotic  tropical  worm 
are  reported  from  Tucson.  The  family  had  recently  spent  some  months  in 
tropical  West  Africa  on  a road  construction  project.  This  type  of  filariasis, 
called  Loa  loa,  is  characterized  by  invasion  of  the  subcutaneous  connective 
tissue  especially  around  the  orbit  and  under  the  conjunctiva.  It  causes 
itching  and  occasionally  edematous  swellings  (Calabar  swellings).  Both 
cases  responded  favorably  to  treatment  with  Hetrazan. 


YEAR  by  year  more  millions  of  Americans  go 
abroad  on  assignment  or  as  tourists.  Many  of 
these  persons  live  in  places  off  the  beaten  tourist 
route  where  they  encounter  exotic  diseases  that 
do  not  occur  in  the  United  States.  The  following 
report  is  of  such  a disease:  Infection  with  the 
nematode  Loa  loa  which  is  transmitted  only  in 
west  and  central  Africa. 

In  September  of  1980  a Tucson  family  of  three 
went  to  the  French  Congo  where  the  father  was 
employed  on  a road  building  project.  The  family 
lived  in  a screened  trailer  and  for  about  12 
months  moved  northward  as  sections  of  the  road 
were  completed.  During  this  interval,  the  daugh- 
ter had  an  attack  of  malaria  after  she  had  failed 
to  take  her  antimalarial  drugs  on  schedule.  The 
acute  illness  was  treated  at  Brazzaville  with  ap- 
parent recovery.  She  also  had  a bout  of  Salmo- 
nella infection.  The  family  returned  to  the 
United  States  in  August  1961. 

In  September  1961  the  daughter  noticed  a 
worm  moving  under  the  conjunctiva  of  one  eye 
in  the  late  evening.  She  went  to  bed  and  there 


Tucson,  Arizona 


was  no  evidence  of  the  parasite  upon  awakening 
the  next  morning.  In  late  1961  and  early  1962, 
both  father  and  daughter  developed  fleeting 
swellings  that  were  relatively  painless,  lasting 
1-2  days,  occurring  in  various  places  with  no  ap- 
parent relationship  to  structures  beneath.  Exam- 
inations of  stool  were  negative,  blood  examina- 
tions were  negative,  excepting  eosinopliilia  of 
29%  and  on  June  28  the  finding  of  numerous 
motile  sheathed  microfilaria  in  a diurnal  blood 
in  the  daughter. 

Because  of  the  father’s  symptoms  of  transient 
swellings  and  a feeling  of  “something  moving 
beneath  the  skin,”  he  was  treated  with  Hetrazan 
2 mgm/kg  tid  for  one  week.  Other  than  a slight 
nausea,  no  reaction  was  experienced  and  follow- 
ing treatment  he  has  had  no  recurrence  of  symp- 
toms. 

The  daughter  was  placed  on  Hetrazan  on  July 
4,  1962.  During  the  first  week  of  treatment  she 
had  malaise  and  irregular  fever  up  to  102°.  These 
symptoms  subsided  but  treatment  was  continued. 

On  fuly  12  she  scratched'  an  itchy  vesicle  on 
her  leg  and  a motionless  threat-like  worm  exuded 
from  the  wound.  The  worm  was  collected  and 
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Adult  male  Loa  Loa. 


preserved  with  Bouin’s  fixative.  (See  Fig.)  The 
worm  measured  about  23  mm  in  length  and  was 
identified  by  Dr.  Donald  Augustine,  Emeritus 
Professor  of  Tropical  Public  Health,  Harvard 
University,  as  an  adult  male  Loa  loa. 

The  histories  of  the  father  and  daughter  are 
typical  of  loaiasis  with  Calabar  swellings.  Diag- 
nosis was  confirmed  by  finding  diurnal  sheathed 
microfilariae  in  the  blood  of  the  daughter,  as  well 
as  by  the  response  to  Hetrazan  in  both. 

The  recovery  of  an  adult  worm  from  the  leg 
tissue  is  unusual.  Most  recovered  adults  are  re- 
moved surgically  from  under  the  subconjunctive 
or  from  the  subcutaneous  tissue  over  a bony 
prominence. 

As  with  most  nematode  parasites,  the  life  cycle 
is  not  completed  in  a single  host  and  the  num- 
ber of  adult  worms  in  a given  case  is  limited  to 
those  that  reach  the  person  and  survive  to  ma- 
turity. In  light  infections  of  loaiasis,  microfilariae 
may  not  be  present  because  there  is  no  fertilized 
female  to  produce  them.  Presumably  this  is  the 
case  with  the  father  who  has  one  or  more  adult 
parasites  but  no  fertilized  female. 


W.  B.  SAUNDERS  COMPANY  features  the  following  new  editions  in  their 
full  page  advertisement  appearing  elsewhere  in  this  issue: 

BEESON  and  McDERMOTT  - CECIL-LOEB  TEXTBOOK  OF  MEDICINE. 
The  New  (11th)  Edition  of  a world-famous  text,  with  contributions  by  173 
noted  authorities  and  details  of  over  800  diseases. 

ANDREWS  and  DOMONKOS  - DISEASES  OF  THE  SKIN.  A thorough 
revision  of  a classic  text  offering  sound  advice  in  dermatologic  diagnosis  and 
treatment. 

AEGERTER  and  KIRKPATRICK  - ORTHOPEDIC  DISEASES.  An  up-to- 
the-minute  book  to  aid  you  in  the  accurate  diagnosis  of  bone  disease. 
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uestion: 


"What  is  a 
tranquilaxant?” 


yAiswer: 

"A  drug  that  is  both 
a tranquilizer 
and  a muscle  relaxant!' 


brand  of 


chlormezanone 


— — 

1 1111  ' : II  ■ ill  : ■ 


As  a tranquilizer,  TRANCOPAL  (chlormezanone/Win- 
throp)  "is  effective  in  the  symptomatic  treatment  of  anxi- 
ety.”1 Its  tranquilizing  properties  are  similar  to  those  of 
other  mild  tranquilizers.1  Furthermore,  it  relieves  tension 
of  both  mind  and  muscle  without  interfering  with  nor- 
mal activity  or  alertness. 

The  muscle  relaxant  properties2  of  this  drug  provide 
an  extra  dimension  of  effectiveness ...  relaxing  the  spasm 
which  so  frequently  accompanies  psychogenic  disorders. 
Hence,  the  total  therapeutic  effect  of  TRANCOPAL  (chlor- 
mezanone/Winthrop)— a true  "tranquilaxant  —is  to  pro- 
duce a relaxed  mind  in  a relaxed  body. 

Unsurpassed  Tolerance:  Less  than  3. per  cent 
of  patients  develop  side  effects  with  TRANCO- 
PAL (chlormezanone/Winthrop),  such  as  occa- 


sional drowsiness,  dizziness,. flushing,  nausea,  depression, 
weakness  and  drug  rash,  If  severe,  medication  should 
be  discontinued.  In  most  patients,  however,  side  effects 
are  minor  and  do  not  necessitate  interruption  of  treat- 
■ment.  There  are  no  known  contraindications. 

Available;  200  mg.  Caplets®  (green  colored,  scored), 
100  mg.  Caplets  (peach  colored,  scored),  each  in  bottles 
of  100. 

Dosage:  Adults,  1 Caplet  (200  mg.)  three  or  four  times 
daily;  in  some  patients  100  mg.  three  or  four  times  daily 
suffices.  Children  (5  to  12  years),  from  50  to  100  mg.  three 
or  four  times  daily. 

References;  1.  A.M.A.  Council  on  Drugs: 
J.A.M.A.  183:469  (Feb.  9)  1963.  2.  Gruenberg, 
F.:  Curr.  Ther.  Res.  2:1  (Jan.)  1960. 
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WINTHROP  LABORATORIES 
New  York  18,  N.  Y. 


Calms  the 
tense 
and 
anxious 
patient 


‘Miltown’  (meprobamate)  is  a known  and  dependable  drug.  Its  few 
side  effects  have  been  fully  reported.  There  are  no  surprises  in 
store  for  either  the  patient  or  the  physician.  This  is  why,  despite 
the  appearance  of  “new  and  different”  tranquilizers,  meprobamate 
is  prescribed  more  than  any  other  tranquilizer  in  the  world. 


Clinically  Proven 

in  more  than  750  published  clinical  studies 
and  over  eight  years  of  clinical  use 


Outstanding  Record  of 
Effectiveness  and  Safety 


1 Relieves  anxiety  and  anxious  depression  in  a broad  spectrum 
• of  clinical  conditions. 

O Doesn’t  leave  patients  “too  groggy”  to  work  or  think  or 
learn. 

q Relaxes  both  mind  and  skeletal  muscle.  Relieves  physical 
tension  as  well  as  emotional  stress. 


Slight  drowsiness  may  occur  with  mepro- 
bamate and,  rarely,  allergic  reactions. 
Meprobamate  may  increase  effects  of 
excessive  alcohol.  Use  with  care  in  pa- 
tients with  suicidal  tendencies.  Massive 
overdosage  may  produce  coma,  shock, 
vasomotor  and  respiratory  collapse.  Con- 


sider possibility  of  dependence,  particu- 
larly in  patients  with  history  of  drug  or 
alcohol  addiction.  Withdraw  gradually 
after  prolonged  use  at  high  dosage. 
Usual  dosage:  1 or  2 400  mg.  tablets  t.i.d. 
Supplied:  400  mg.  scored  tablets,  200 
mg.  sugar-coated  tablets;  bottles  of  50. 


the  original 
meprobamate 

Miltown* 


SH-MSS 


#. 

WALLACE  LABORATORIES  / Cranbury,  N.J . 


Patient:  W.  0. 


IN  DIARRHEAS 


Age:  45 


Sex:  F 


Weight  96 


Diagnosis:  Functional  diarrhea 


Results:  Definite 


Comment:  Patient  has  been  on  R-1132  (Lomotil)  for  fifteen  months 
with  definite  improvement. 


Side  Effects:  None 


ACUTE 

RECURRENT 

CHRONIC 


LOMOTIL 


ANTI  DIARRHEAL 

TABLETS/LIQUID 


brand  of  Diphenoxylate  Hydrochloride  with  Atropine  Sulfate 


•• 


•• 


•• 


Lomotil  directly  controls  the  mecha- 
nism of  diarrhea.  Therefore,  it  acts  to 
give  symptomatic  relief  in  all  diarrheas. 

Lomotil  promptly  arrests  acute  diar- 
rhea and  controls  chronic  or  refractory 
diarrhea  with  a high  degree  of  safety. 

Pharmacologic  considerations  indi- 
cate that  Lomotil  acts  on  the  smooth 
muscle  of  the  intestines  and  thus  lowers 
the  excessive  propulsive  motility  respon- 
sible for  increased  fluidity  and  frequency 
of  stools.  This  localized  action  makes 
Lomotil  unusually  free  of  secondary 
effects. 

By  reducing  excess  propulsive  motil- 
ity, Lomotil  assures  safe,  selective  symp- 
tomatic control  of  virtually  all  diarrheas. 

Dosage:  For  adults  the  recommended 
initial  dosage  is  two  tablets  (2.5  mg. 
each)  three  or  four  times  daily.  Lomotil 


maintenance  dosage  may  be  as  low  as 
two  tablets  daily. 

Lomotil  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.  and  as 
liquid  containing  2.5  mg.  in  each  5 cc. 
A subtherapeutic  amount  of  atropine  sul- 
fate (0.025  mg.)  is  added  to  each  tablet 
and  each  5 cc.  of  the  liquid  to  discour- 
age deliberate  overdosage.  Recom- 
mended dosage  schedules  should  not  be 
exceeded. 

Note:  Lomotil  is  an  exempt  preparation 
under  Federal  narcotic  statutes. 

Detailed  information  and  directions 
for  use  in  children  and  adults  are  avail- 
able in  Physicians’  Product  Brochure  No. 
81.  G.  D.  Searle  & Co.,  P.  O.  Box  5110, 
Chicago  80,  Illinois. 

e.  d.  SEARLE  & CO. 

Research  in  the  Service  of  Medicine 
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Presidential  Address 
Given  at  the  72nd  Annual  Meeting 
of  the  Arizona  Medical  Association 


Mr.  President,  Mem- 
bers of  the  Arizona 
Medical  Association 
and  Guests: 

I want  to  thank 
you  very  much  for 
this  high  honor  you 
have  bestowed  upon 
me.  This  is  the  high- 
est honor  that  is  be- 
stowed upon  one  by 
organized  medicine 
in  the  State  of  Arizo- 
na. It  is  a very  impor- 
tant position  with 
many  varied  responsibilities  and  obligations.  It 
is  something  that  one  accepts  with  a feeling  of 
pride,  gratefulness,  thankfulness,  humility  and 
in  a spirit  of  service.  It  is  something  that  is  not 
done  alone,  but  needs  the  support  and  whole- 
hearted working  cooperation  of  every  member  of 
the  Arizona  Medical  Association. 

We  will  have  a great  year  ahead  of  us  — with 
many  problems  and  many  challenges.  It  will  take 
a great  deal  of  energy  and  united  effort  of  all 
working  together  as  a team  to  achieve  success. 
We  have  the  numbers,  the  power  and  the 
strength  and  our  cause  is  right.  The  issues  are 
clear.  We  will  take  them  in  our  stride  and  will 
look  back  on  this  year  as  a wonderful  adventure 
shared  by  all  of  us  together.  This  is  the  time  to 
stand  and  be  counted. 

Our  problems  are  of  a national,  state  and  local 
importance.  I do  not  propose  to  enlarge  upon 
them,  possibly  that  will  be  done  at  a later  time 
and  published  in  the  Journal.  At  this  time  I want 
to  point  out  briefly  our  problems  and  what  we 
might  do  about  them.  In  the  preparation  of  this 
talk  I circularized  the  members  of  the  Board  of 
Directors  and  asked  them  to  send  me  a list  of 
what  they  considered  the  important  national, 
state  and  local  problems  confronting  us.  There 
was  definite  unanimity  in  the  report  of  these 
problems,  particularly  the  important  ones  deal- 
ing with  Medicare,  Fedicare,  the  Medical  Prac- 
tice Act,  the  Basic  Science  Law,  the  Implemen- 


tation of  Kerr-Mills  and  the  Medical  School. 
Other  problems  were  brought  up  in  addition  to 
these  five.  A total  of  34  other  problems  were 
listed  by  members  of  the  Board. 

The  defeat  of  the  new  King-Anderson  Bill  is 
our  major  problem  at  the  present  time.  It  is  a 
“must”  and  must  have  the  individual  attention, 
support  and  help  of  every  doctor  in  the  Associa- 
tion. 

The  other  problems  will  be  considered  at  their 
proper  time. 

I understand  that  we  are  to  lose  the  Editor  of 
our  Journal,  Doctor  Darwin  W.  Neubauer,  who 
has  done  a magnificent  job  and  deserves  our 
wholehearted  thanks.  We  hope  that  this  man, 
with  so  many  unusual  talents,  will  soon  find  his 
way  back  into  some  endeavor  with  us. 

We  have  our  work  cut  out  for  us  this  year. 

1.  To  defeat  SB-880  and  HB-3920.  We  must 
join  forces  with  the  people  of  Arizona.  We 
must  give  them  the  information  so  they  will 
know  the  facts  in  the  matter  and  all  work 
toward  the  defeat  of  the  Fedicare  or  Medi- 
care Bill. 

2.  We  have  our  Medical  Practice  Act,  Basic 
Science  Certificate  Amendment,  Kerr-Mills 
Implementation  which  must  be  enacted  this 
coming  year. 

3.  Other  important  problems  have  been  dis- 
cussed that  need  our  attention  and  solution. 

The  government  has  perpetrated  fraud,  com- 
pounding one  falsehood  upon  the  other  to  gain 
their  end  with  the  consolidation  of  power  in 
Washington.  They  have  downgraded  and  de- 
graded the  senior  citizens,  saying  that  they  are 
frail,  disabled,  friendless,  uninformed,  sick  (ma- 
jority are  well),  unattended  and  unwanted,  pre- 
suming that  all  people  over  65  need  help.  They 
have  created  a confusion  of  issues  in  regard  to 
the  economic  status  of  the  aged.  They  have  tried 
to  stampede  the  people  of  this  country  into  be- 
lieving that  there  is  a national  poverty  crisis  of 
the  aged.  Using  the  aged  as  a political  football 
is  a crime  in  itself.  It  has  been  necessary  to 
downgrade  and  degrade  this  group  of  citizens 
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and  try  to  make  the  American  people  believe 
one  segment  after  another  of  the  American  pop- 
ulation has  to  be  compulsorily  and  involuntarily 
brought  under  the  control  of  the  government, 
lock,  stock  and  barrel.  When  they  say  “permit” 
they  mean  “compulsion”;  when  they  say  “insur- 
ance” they  mean  “taxation”.  They  get  their  mon- 
ey from  coercion  and  they  are  willing  to  saddle 
a tremendous  burden  of  taxation  on  the  back  of 
the  young  worker,  that  will  amount  to  billions 
of  dollars  before  they  ever  draw  any  benefits 
from  the  program.  A medical  program,  regardless 
of  needs  produces  this  political  picture  of  the 
young  worker  being  taxed  to  give  hospitalization 
to  the  rich.  This  is  immoral.  They  are  forging 
chains  of  economic  slavery  about  the  workers 
of  America. 

The  Revolutionary  War  was  fought  over  the 
Stamp  Tax  Act  and  our  forefathers  said:  “no 
taxation  without  representation”.  The  War  was 
started  by  a few,  as  at  the  time  there  were  only 
a few  who  could  read  and  write  in  the  Colonies, 
but  they  were  able  to  communicate  with  the 


many  that  could  not  read  and  write  and  they  all 
joined  together  to  win  our  freedom.  This  present 
fight  for  freedom  is  only  similar  in  that  we  are 
few  in  number.  It  is  our  job  to  communicate  with 
the  people  of  America  and  bring  the  message  to 
them  so  that  all  of  us  will  be  able  to  work  and 
fight  for  liberty  again.  Our  cause  is  right.  Our 
adversary  is  cunning,  alert  and  adroit.  We  must 
keep  our  powder  dry  and  remember  the  old 
saying  from  Bunker  Hill:  “shoot  when  we  see 
the  whites  of  their  eyes”. 

This  will  be  a year  of  great  activity.  We  must 
not  be  caught  off  our  guard  at  any  time.  It  will 
take  a great  deal  of  dedicated  work  on  the  part 
of  Operation  Hometown  with  the  support  and 
cooperation  of  all  the  doctors  in  the  state.  So 
much  is  at  stake,  not  only  the  medical  care  of 
the  people  of  the  nation,  but  the  social  implica- 
tion, with  the  loss  of  one  more  freedom.  We 
must  do  everything  in  our  power  to  prevent  the 
consolidation  of  power  in  Washington.  They  are 
forging  and  measuring  chains  in  Washington. 
What  about  yours? 


SHACKLES  . . . HOBBLING  . . . COLLECTIVISM 

Our  own  American  profession  well  can  learn  the  lesson.  ...  It  is  but  little 
more  important  to  maintain  the  freedom  of  the  medical  profession  than  to  insist 
on  the  freedom  of  our  hospitals  from  the  shackles  of  government  control,  and 
the  hobbling  of  the  pharmaceutical  industry  by  unduly  restrictive  legislation. 
In  fact,  all  must  be  free  or  all  will  be  subjected  to  collectivism.  We  should  be 
as  watchful  for  any  significant  signs  of  surrender  to  government  pressures  on  the 
part  of  the  American  Hospital  Association  and  the  Pharmaceutical  Manufacturers 
Association,  as  we  are  for  the  safety  of  our  own  freedom;  and  we  should  fight 
as  hard  for  their  freedom  as  we  do  for  our  own.  — Editorial  in  Nebraska  State 
Medical  Journal,  Jan.  1963. 
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Get  your  low-back  patient  back  to  work 
in  days  instead  of  weeks 


You  can  expect  rapid  results  from  ‘Soma’ 
(carisoprodol)  — because  this  unique  drug 
breaks  up  both  the  spasm  and  pain  of  low- 
back  syndrome  at  the  same  time. 


Your  patients  will  usually  begin  to  feel 
better  within  a few  hours.  And  as  Kestler 
demonstrated  in  a controlled  study  of  212 
consecutive  patients  with  low-back  prob- 
lems: the  average  time  for  full  recovery  was 
only  11.5  days  with  ‘Soma’  (carisoprodol), 
41  days  without  it.  (J.A.M.A.,  April,  1960.) 

Carisoprodol  seldom  produces  side  effects. 
Occasional  drowsiness  may  occur,  usually 
at  higher  than  recommended  dosage.  Indi- 
vidual reactions  may  occur  rarely. 

USUAL  DOSAGE:  ONE  350  MG.  TABLET  Q.I.D. 


The  muscle  relaxant  with  an  independent 
pain-relieving  action 

Homa 

carisoprodol 


Wallace  Laboratories 
Cranbury,  New  Jersey 


(c^ach  tablet  (or  capsule)  contains  16 
mg.  phenobarbital  blended  with  65  mg. 
Bensulfoid  The  Bensulfoid  is  an  inert  diluent 
present  to  permit  slow  absorption  of  the 
phenobarbital.  The  usual  dosage  is  one  tablet 
or  capsule  after  meals  and  at  bedtime.  Solfoton 
is  especially  adapted  to  prolonged  use  because 
of  its  virtual  freedom  from  depression  and 
other  side  effects.  Contra-indications:  identical 
to  those  of  gr.  phenobarbital. 


REFER  TO 

PDR 


Poythress,  White  Section , Page  808  (1963  edition ) 
and  Product  Identification  Section 

COMPLETE  INFORMATION  AND  CLINICAL  SAMPLES 
SENT  UPON  REQUEST 

Dispensed  in  bottles  of  100  and  500  tablets  or  capsules 

WM.  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA 
Manufacturers  of  ethical  pharmaceuticals  since  1856 
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Editorials 


A Tribute  to  an  Editor 

Darwin  W.  Neubauer,  M.D. 


As  the  new  Editor-in-Chief  of  Arizona  Medi- 
cine, I find  myself  stepping  into  shoes  that  will 
be  difficult  to  fill. 

For  the  past  eight  years  Doctor  Darwin  W. 
Neubauer  has  continued  in  the  manner  of  his 
predecessors  to  raise  our  Journal  to  even  higher 
standards  of  artistic  excellence  and  intellectual 
content.  With  the  help  of  his  energetic  assistant 
editors  he  has  guided  it  through  the  rough 
waters  of  the  tumultuous  transition  period  when 
our  state  association  assumed  the  task  of  pub- 


lishing the  Journal.  His  mature  judgment  and 
desire  for  perfection  have  helped  produce  a 
Journal  of  which  we,  as  Arizona  doctors,  may 
be  justifiably  proud. 

We  hope  that,  unlike  old  soldiers,  “Dar”  will 
not  fade  away  but  will  continue  to  be  a source 
of  inspiration  and  help  as  we  try  to  carry  on 
and  maintain  the  high  standards  which  he  set 
for  Arizona  Medicine. 

Robert  F.  Lorenzen,  M.D. 
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“The  material  in  this  journal  is  not  copyrighted.  We  ask 
that  anyone  using  material  from  it  note  the  previous  publica- 
tion in  ARIZONA  MEDICINE.” 

CONTRIBUTIONS 

Material  submitted  for  publication  in  ARIZONA  MEDI- 
CINE should  conform  to  the  following  policies: 

1.  Manuscripts,  including  references  or  bibliography,  should 
be  typewritten,  double-spaced,  on  one  side  of  the  paper  only, 
and  the  original  and  a carbon  enclosed. 

2.  Although  the  Editors  try  to  catch  inaccuracies,  the  ulti- 
mate responsibility  is  the  author’s. 

3.  Articles  are  accepted  for  publication  only  if  they  are 
contributed  exclusively  to  this  Journal.  Ordinarily,  contribu- 
tors will  be  notified  within  60  days  if  a manuscript  is  ac- 
cepted for  publication.  Every  effort  will  be  made  to  return  un- 
used manuscripts. 

4.  The  Journal  reserves  the  right  to  edit  all  material. 

5.  Reprints  will  be  supplied  to  the  author  at  printing  cost. 


Editorials  of  Arizona  Medicine  are  the  opinions  of  the  authors  and  do  not  necessarily  represent  the  official  stand  of  The  Arizona 
Medical  Association,  Inc.  The  opinions  of  the  Board  of  Directors  may  be  sought  in  the  published  proceedings  of  that  both 
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MEMO  TO  MEMBERS  OF  THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 


To  meet  the  requests  of  many  physicians,  the  Pharmaceutical  Manufacturers 
Association  have  mounted  the  above  prints  of  the  two  most  arresting  advertise- 
ments in  a current  series  published  voluntarily  for  PMA  by  many  medical  jour- 
nals throughout  the  country.  These  advertisements  have  been  prepared  as  a 
service  to  the  physicians  of  America. 

If  you  desire  copies  for  your  waiting  rooms  they  will  be  forwarded  promptly 
by; 


PHARMACEUTICAL  MANUFACTURERS  ASSOCIATION 


1411  K Street,  N.  W. 


Washington  5,  D.  C. 
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Correspondence 


April  22,  1963 

Dear  Dr.  Neubauer: 

In  the  April  issue  of  the  journal,  Arizona  Medi- 
cine, there  appears  an  editorial  called  “Closed 
Chest”,  authored  by  Dr.  Arthur  Nelson  and  Dr. 
Lee  Brown  of  the  Cardiac  Laboratory  at  Good 
Samaritan  Hospital.  In  this  article  it  is  stated 
that,  “But  when  our  state  heart  association  starts 
thinking  about  a big  program  to  teach  the  tech- 
niques to  the  layman,  it  is  time  we  stripped  it  of 
its  glitter  and  public  appeal  and  took  a hard 
look.” 

I should  like  to  categorically  deny  that  the  Ari- 
zona State  Heart  Association  ever  started  think- 
ing about  such  a program,  or  that  it  even  came 
up  in  our  executive  meetings.  I should  like  to 
convey  this  to  the  authors,  and  would  hope  that 
they  would  retract  the  above  statement  in  the 
next  issue  of  the  Arizona  Medicine  journal  — as 
the  Heart  Association  had  nothing  to  do  with  the 
above.  We  also  would  deny  the  implication  that 
the  Heart  Association  is  a lay  group;  Drs.  Nelson 
and  Brown  well  know  that  the  Heart  Association 
is  a combination  lay  and  medical  group  — and 
not  a separate  lay  organization. 

Thank  you  for  correcting  the  above. 

Harold  J.  Rowe,  M.D. 

# # # 

April  30, 1963 

Dear  Doctor  Neubauer: 

I am  in  receipt  of  your  letter  from  Harold  J. 
Rowe,  M.D.,  President  of  the  Arizona  State 
Heart  Association,  complaining  that  there  was 


misinformation  in  a recent  editorial  entitled, 
“Closed  Chest”. 

Please  be  advised,  and  so  advise  Dr.  Rowe,  that 
the  problem  of  closed  chest  massage  as  a project 
for  lay  teaching  originated  at  the  county  level  in 
the  Maricopa  County  Heart  Association,  where 
the  enthusiasm  for  lay  teaching  of  this  technique 
was  quite  vigorous  at  the  time  the  original  edi- 
torial was  written,  which  now  is  some  five  or  six 
months  ago.  Although  the  originating  mechanism 
was  at  the  county  level,  it  would  appear  that  the 
county  associations  are  an  integral  part  of  the 
public  image  of  the  state  association,  and  for 
that  matter,  the  national  association.  With  the 
appearance  of  the  editorial,  some  individuals 
seemed  to  be  most  anxious  to  divorce  the  state 
association  from  any  responsibility  whatsoever 
for  county  level  heart  activities. 

As  a member  of  the  executive  board  of  the  Ari- 
zona Heart  Association  for  several  years,  I should 
like  to  convey  to  Dr.  Rowe  that  we  are  quite 
aware  that  the  Heart  Association  is  not  a lay 
group.  We  would  suggest  that  he  read  the  mate- 
rial with  more  attention  to  detail. 

Dr.  Brown  and  I do  not  feel  any  retraction  is 
necessary. 

Arthur  R.  Nelson,  M.D. 
# # # 

(The  Editor  invites  stimulating  discussions,  to 
he  printed  in  this  space,  on  any  material  appear- 
ing in  Arizona  Medicine.  While,  as  colleagues, 
we  dont  always  concur  in  our  thoughts  it  is 
interesting  to  have  all  opinions  available  to  our 
readers.) 
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pHlsoDan 

antidandruff  shampoo 

(containing  pHisoHex®) 

for  potentiated 
control  of  dandruff, 
seborrhea 
"dry”... "oily”... 
"itching”scalp 


keeps  hair  and 
scalp  cleaner, 
freer  of  bacteria 


Now-through  a multiple  therapeutic  approach, 
new  pHisoDan  quickly  and  effectively  ends 
dandruff,  seborrheic  scaling,  excessive  oiliness, 
dryness  and  itching  of  the  scalp.  pHisoDan 
combines  the  highly  effective  antibacterial  and 
detergent  actions  of  pHisoHext  with  the 
penetrating  keratolytic  and  fungicidal  actions 
of  dermatologic  precipitated  sulfur  and 
sodium  salicylate. 

In  1062  patients  treated  by  86  dermatologists 
for  seborrhea  of  the  scalp -(both  sicca  and 
oleosa),  excellent  or  good  results  were  achieved 
in  more  than  90  per  cent  with  pHisoDan.1 

pHisoDan  cleans  hair  thoroughly,  keeps  the 
scalp  freer  of  bacteria.  pHisoDan  is  mild, 
nontoxic,  does  not  sting  or  stain  when  used 
as  directed.  pHisoDan  should  be  used  two 
or  three  times  weekly  until  scalp  improves, 
then  once  a week. 

Supplied:  43A  oz.  plastic  squeeze  bottles. 

See  Winthrop  literature  for  more  information. 

1.  Data  in  the' files  of  Research  Department, 

Sterling  Winthrop  Institute. 

Winthrop  Laboratories,  New  York  18,  N.Y. 

Trademark 

lA/tn&hrriri  pHisoHex,  trademark  reg.  U.S.  Pat.  Off. 
* t3%  hexachlorophene  and  entsufon 
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ANNOUNCEMENT! 

We  are  pleased  and  proud  to  announce 

WHITE  ANGEL  HOSPITAL 

has  received  a 

HOSPITAL  LICENSE 

for  MEDICAL,  REHABILITATIVE  AND 
CONVALESCENT  CARE 


We  are  now  in  position  to  accept  many  patients  where  commercial  insurance 
provides  payments  of  benefits  for  those  entering  licensed  hospitals  which  do  not 
have  major  surgical  facilities. 

WE  DO  PROVIDE  laboratory,  x-ray  services,  physio-therapy  and  inhalation  therapy 
by  registered  technicians.  We  have  a Board  Radiologist  and  Board  Pathologist 
heading  our  X-Ray  and  Laboratory  Departments. 

Over  one  hundred  doctors  in  the  Valley  have  already  treated  patients  at  White 
Angel.  If  we  can  be  of  service  to  you,  please  call  us  for  additional  information. 


COST?  - A modes!1  $16.00  per  day  is  the  starting  rate. 


Phone  or  Write 

WHITE  ANGEL  HOSPITAL 

277-6651 

1845  East  Thomas  Road 
Phoenix,  Arizona 


Hospital 
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Topics  of  Current  Medical  Interest 


AMA’s  program  in  cooperation  with  The  Ari- 
zona Medical  Association,  Inc.  to  combat  the 
federal  administration’s  program  for  King-An- 
derson  legislation  on  the  “Hometown”  level. 

“Operation  Hometown"  is  a nationwide,  in- 
tensive, and  continuing  program  intended  to  off- 
set the  mounting  pressure  in  the  88th  Congress 
for  King-Anderson  legislation,  referred  to  by  the 
medical  profession  as  “Medicare”  or  “Fedicare.” 
It  is  planned  specifically  for  every  area  of  the 
State,  its  county  medical  societies  and  each  of 
its  members.  It  is  your  program,  for  helping  as 
an  individual,  to  preserve  the  high  quality  of 
medical  care  now  available  to  all  your  patients. 

This  year  may  well  see  the  beginning  of  the 
end  of  America’s  high  health  care  standards  and 
the  freedom  of  the  medical  profession  — unless 
physicians  and  other  community  leaders  take  the 
initiative  now  in  developing  articulate  and  volu- 
ble public  opinion  against  the  inequities  and  ex- 
travagances proposed  in  this  federal  scheme  of 
high  cost  and  low  return. 

“Operation  Hometown”  is  being  launched  in 
your  area  and  should  reach  every  community  in 
your  area.  For  only  at  the  “grass  roots”  can  medi- 
cine and  its  friends  rise  up  and  defeat  this  idea. 
The  medical  profession’s  voice  is  a small  one, 
and  to  be  effectively  heard  in  Congress,  it  must 
be  amplified  by  a widespread  public  protest. 
“Operation  Hometown”  is  designed  to  reach 
every  segment  of  the  American  public  through 
every  possible  medium,  to  stimulate  every  voter 
to  let  his  congressmen  know  that  this  program 
is  a costly  concoction  of  bureaucracy,  bad  medi- 
cine, and  fiscal  trickery. 

“Operation  Hometown”  provides  the  tools  and 
techniques  for  your  area  to  present  the  true 
facts  about  “Fedicare”  to  your  fellow  citizens. 
Do  your  part  starting  today. 

The  top  man  in  “Operation  Hometown”  in 
each  area  is  the  area  campaign  chairman.  His 
job  is  to  coordinate  the  entire  campaign  in  his 
area,  whether  he  does  all  the  work  himself  (we 
hope  not)  or  has  a dozen  others,  or  more,  to 
help.  He  has  enlisted  interest  and  active  par- 
ticipation of  some  members  of  each  area  and 
its  Women’s  Auxiliary  and  has  had  an  orienta- 
tion program. 

The  area  campaign  chairmen,  selected  on  a 
district  director  basis,  are: 

CENTRAL  (Maricopa),  Leslie  B.  Smith,  M.D., 


Operation  Hometown 

1130  E.  McDowell  Rd.,  Phoenix. 
NORTHEASTERN  (Apache,  Gila,  Greenlee  and 
Navajo),  Robert  B.  Horan,  M.D.,  Miami  In- 
spiration Hosp.,  Miami. 

NORTHWESTERN  (Coconino,  Mohave  and 
Yavapai),  C.  Herbert  Fredell,  M.D.,  120  W. 
Fine  Ave.,  Flagstaff. 

SOUTHEASTERN  (Cochise,  Graham  and  Santa 
Cruz),  William  W.  McKinley,  Jr.,  M.D.,  Box 
1192,  Bisbee. 

SOUTHERN  (Pima  and  Pinal),  Arthur  V.  Dud- 
ley, Jr.,  M.D.,  1524  N.  Norton  Ave.,  Tucson. 
SOUTHWESTERN  (Yuma),  William  H.  Lyle, 
M.D.,  201  First  Ave.,  Yuma. 

MATERIALS  DISTRIBUTION:  Facts  on  the 
issue  will  be  made  known  to  the  public  through 
various  campaign  materials  which  will  be  dis- 
tributed to  physicians’  offices,  pharmacies,  hos- 
pitals, and  public  areas. 

NEWSPAPERS,  RADIO  & TELEVISION: 
The  communications  media  offer  indispensable 
outlets  for  reaching  the  greatest  number  of  peo- 
ple. Publicity  opportunities,  press  statements, 
television  and  radio  scripts,  tapes  and  films,  and 
advertisements  will  be  utilized. 

CONGRESSIONAL  CONTACT:  Contact  with 
congressmen  has  the  main  objective  of  providing 
accurate  information  to  all  congressmen  on  the 
issue  — decreasing  the  efforts  of  the  opposition. 
Tact,  courtesy,  and  diplomacy  will  be  used  in 
this  vital  part  of  the  campaign. 

ENLISTING  ALLIES:  Securing  the  support 
of  allies  is  vital  for  a complete  community  pro- 
gram. This  phase  of  the  program  will  fea- 
ture contact,  program  presentations,  and  coordi- 
nation of  organizational  plans. 

COUNTY  SPEAKERS  BUREAU:  Through 
this  activity  medicine’s  spokesmen  will  be 
booked  to  speak  before  service  clubs,  civic 
groups,  fraternal  organizations,  women’s  clubs, 
business  and  professional  groups,  labor  organi- 
zations, and  any  and  all  appropriate  public  audi- 
ences. 

LETTER  WRITING:  This  part  of  the  cam- 
paign will  be  a twofold  activity.  This  point  of 
expression  will  be  most  valuable  to  the  entire 
campaign. 

PLEASE  CONTACT  YOUR  AREA  CHAIR- 
MAN offering  your  services  on  behalf  of  the 
active  private  practice  of  medicine  in  America  — 
the  world’s  finest  medical  care. 
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H.  R.  3920 


IN  T1IK  HOUSE  OL’  UKPll KSKXTATl  VKS 

Fi.nnUAur  2t,  1W 

Mr.  Kino  of  fiilifaniiiv  inliT»liicr<l  llif  following  bill;  wliicb  wns  rcfrim! 
to  the  C’ominidM  ou  Wivyt  nml  Mrnm 


A BILL 

To  provide  under  flip  socinl  security  program  for  poymrnt 
for  liospitn!  nml  related  services  tn  aged  lioucficiaric*. 

1 Be  it  enaatcil  by  the  Senate  mid  House  of  ne]>rcscnta- 

2 lire*  of  the  Unitcil  States  of  America  in  Congress  /wemblrd, 

3 'flint  tliis  Act  may  It  cited  as  tlic  "Hospital  Insurance  Act 

4 of  1963". 


The  Administration's  New 
Social  Security  Hospital 
Medical  PI  an 

• WHAT  IT  PROVIDES 

• HOW  IT  IS  FINANCED 

• HOW  IT  WOULD  WORK 

• HOW  IT  BENEFITS 


This  is  a summary  of  the  latest  version  of  the  Social  Security  plan 
for  providing  certain  hospital-medical  benefits  to  the  aged  through 
higher  Social  Security  taxes. 


THE  BILL 

Title — Hospital  Insurance  Act 
of  1963. 

Popular  Name — King- Ander- 
son Bill. 

IntroducedB  y— -Representa- 
tive Cecil  King  (D.,  Calif.)  and 
Senator  Clinton  P.  Anderson  (D., 
N.  M.). 

Committees — House  Ways  and 
Means  and  Senate  Finance. 

Numbers — House:  H.R.  3920; 
Senate:  S.  880. 

Cost — Seven  billion  for  the  first 
five  years  (estimate  of  the  Ken- 
nedy Administration). 

BENEFITS 

Payment  would  be  authorized 
for: 

1.  Inpatient  Hospitalization. 

Up  to  90  days  in  semiprivate 
accommodations  (two-  to  four- 
bed)  subject  to  deductible  of  $10 
for  each  of  the  first  nine  days  of 
hospitalization,  with  a minimum 
deductible  of  $20. 

In  lieu  of  the  90  days  of  in- 
patient hospitalization,  an  indi- 
vidual could  make  an  irrevocable 
election  to  receive:  (a)  180  days 
of  inpatient  hospital  services 
subject  to  a deductible  equal  to 
2M  times  the  average  per  diem 
charges  as  determined  and  pro- 
mulgated annually  by  the  HEW 
Department  ( until  1967,  the  rate 
would  be  $37  a day)  or,  if  less, 
the  hospital’s  customary  charges; 
or  (b)  45  days  of  such  services, 


not  subject  to  a deductible.  The 
election  would  have  to  be  made 
one  month  before  the  month  in 
which  the  individual  attains  age 
65.  If  the  individual  attains  age 
65  prior  to  January  1,  1965,  the 
election  would  have  to  be  made 
between  May  and  November, 
1964. 

’iiiNiiiiiMiiiiMiiiiiiiiiiiiiiiiMiiimiiiiiiiiiiiiiiimiimiiiiiiiiiiiiiiiiiiiiiiiiiiiiii! 

TAXES 

To  meet  the  cost  of  the  health 
program  and  increased  benefits,  the 
wage  base  subject  to  Social  Security 
taxes  would  be  increased  in  1965 
from  $4,800  to  $5,200. 

The  tax  rate  would  be  increased 
at  the  following  rates: 

Self-Employed 


Present 

Proposed 

1963-64  . . . 

. 5.4% 

5.4% 

1965  

. 5.4% 

5.8% 

1966-67  . . . 

. 6.2% 

6.6% 

1968  & 
thereafter  . 

. 6.9% 

7.3% 

Employee-Employer 
( each) 


Present 

Proposed 

1963-64  . 

. . . 3%  % 

3%  % 

1965  . . . 

. . . 3%  % 

37/s  % 

1966-67  . 

. . . 4V&  % 

43/s  % 

1968  & 
thereafter 

. . 4%  % 

4%  % 

Note: 

If  enacted,  the 

employer’s 

and  employee’s  maximum  tax  in 
1965  would  be  increased  from 
$174  to  $201.50.  The  increase  for 
the  self-employed  would  be  from 
S259.20  to  $301.60.  In  196S,  the 
taxes  would  be  $253.50  and 
$379.60. 


89th  CONGRESS  Cb 

3*  ooU 


IN  THE  SENATE  OF  THE  UNITED  STATES 

Fu*rm  21,1063 

Mr.  AjrottaoK  (for  hinuclf,  Mr.  HcMnurr,  Mr.  IlvrnjtTT,  Mr.  Bath,  Mr 
Buwrrca,  Mr  Buwmck,  Mr.  Btio  of  West  Virgini*,  Mr.  Ciiuiai,  Mr. 
Cl*«jc,  Mr.  Dooo<j«,  Mr.  Eholt,  Mr.  Haitxi,  Mr.  Ikooti,  Mr.  Jackaow, 
Mr.  Ketaott*,  Mr.  Kcxhidt,  Mr.  of  Mienouri,  Mr.  MANunxio.  Mr. 
MoCawtiit,  Mr.  McOrr,  Mr.  McGovo*,  Mr.  McInttee,  Mr  Mr-rcxi.*,  Mr. 
Mon*,  Mr.  Mmir.  Mr.  UtLWH,  Mr*.  Kixomou,  Mr.  Piamiir,  Mr.  1’ru  . 
Mr.  Rawboltti,  Mr.  Riaioorr,  Mr.  Wrixuiti  of  Htw  Jersty,  Mr.  Y.\*- 
aoaocoH,  and  Mr.  Yocko  of  Ohio)  introduced  the  following  hill;  which 
rr*d  twice  »nd  referred  to  tlie  Commit  lee  on  Finance 


A BILL 

To  provide  under  the  social  security  program  for  payment 
for  hospital  and  related  services  to  aged  beneficinries. 

3 Be  it  enacted  by  the  Senate  and  House  of  Bepresenlu- 

2 lives  of  the  United  State * of  America  in  Congress  assembled, 

3 That  this  Act  may  be  cited  ns  the  "Hospital  Insurance  Act 
4_ofl90.V\ 


Note:  Failure  to  make  an  elec- 
tion would  provide  election  au- 
tomatically of  the  90-day,  $90 
deductible  plan. 

2.  Skilled  Nursing  Facility 
Services.  Up  to  180  days  in  a 
hospital-affiliated  institution. 

3.  Home  Health  Services.  Up 
to  a maximum  of  240  visits  dur- 
ing a calendar  year. 

4.  Outpatient  Hospital  Diag- 
nostic Services.  During  a period 
of  30  consecutive  days  subject  to 
a deductible  of  $20. 

Inpatient  hospital  services,  out- 
patient diagnostic  services,  and 
home  health  services  would  be 
financed  beginning  January  1, 
1965.  Skilled  nursing  facility 
services  would  be  financed  be- 
ginning July  1,  1965. 

The  bill  would  declare  it  to  be 
Congressional  policy  that  nursing 
home  services  are  to  be  used  in 
lieu  of  hospital  services,  and  that 
home  services  are  to  be  used  in 
lieu  of  nursing  home  or  hospital 
services,  where  such  services 
would  suffice.  It  would  also  de- 
clare as  Congressional  policy 
that  public  assistance  recipients 
should  not  receive  less  benefits 
under  those  programs  as  a result 
of  the  bill’s  enactment. 
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APPLICATION  FOR  BENEFITS 

Payment  for  services  would  be 
provided  only  if  a written  request 
is  filed  by  the  individual  (unless 
impracticable)  and  only  if  certi- 
fied in  writing  by  a physician 
that  the  type  of  services  to  be 
financed  are  medically  necessary. 

PAYMENT  FOR  SERVICES 

If  more  commodious  accom- 
modations than  authorized  in  the 
bill  are  provided  and  are  not 
justified  by  medical  reasons,  pay- 
ment could  not  exceed  the  rea- 
sonable cost  of  the  services 
provided  in  semiprivate  accom- 
modations. A similar  result  would 
occur  if  more  expensive  services 
were  provided.  If  less  expensive 
services  were  provided,  payment 
would  be  reduced  appropriately. 

NEW  TRUST  FUND 

The  bill  would  establish  a new 
Federal  Hospital  Insurance  Trust 
Fund  which  would  consist  of  that 
part  of  the  Social  Security  reve- 
nue earmarked  for  the  program. 

PROVISIONS 

The  bill  would  amend  the  So- 
cial Security  Law  by  adding  a 
new  program  under  which  in- 
patient hospital  services,  skilled 
nursing  facility  services,  home 
health  services,  and  outpatient 
hospital  diagnostic  services 
would  be  provided  to: 

1.  Any  individual  65  years  of 
age  or  over  who  is  entitled  to 
monthly  insurance  benefits  under 
the  Social  Security  Law  or  un- 
der the  Railroad  Retirement  Act 
(which  would  be  amended), 
whether  or  not  he  is  receiving 
them. 

2.  Any  individual  65  years  of 
age  who  is  not  entitled  to  these 
benefits,  who  attains  that  age 
before  1967. 

3.  After  1967,  anyone  who  has 
three  quarters  of  coverage,  when- 
ever acquired,  under  the  Social 
Security  Law  or  Railroad  Retire- 
ment Act  for  each  year  that 
elapses  after  1964  and  before  he 
attains  age  65. 


INDIVIDUALS  NOT  COVERED 
BY  SOCIAL  SECURITY 

The  bill  would  make  any  indi- 
vidual not  eligible  for  Social 
Security  or  railroad  retirement 
benefits,  presently  over  the  age 
of  65,  or  who  attains  that  age 
before  1967,  eligible  for  the  au- 
thorized benefits.  Other  indi- 
viduals not  eligible  for  these 
programs,  who  become  65  after 
1967,  would  be  eligible  for  the 
benefits  if  they  had  three  quar- 
ters of  coverage,  regardless  of 
when  acquired,  for  each  calendar 
year  elapsing  after  1964  and  be- 
fore the  year  in  which  they  attain 
age  65. 

Persons  in  these  categories 
would  have  to  file  an  applica- 
tion for  benefits  in  the  form 
required  by  the  HEW  Secretary. 

The  bill  would  authorize  the 
appropriation  to  the  Federal 
Hospital  Insurance  Trust  Fund 
of  “such  sums  as  the  Secretary 
of  HEW  deems  necessary”  to 
pay  for  the  benefits  provided  to 
individuals  under  this  provision, 
the  administrative  expenses  re- 
sulting from  the  provision,  and 
any  loss  in  interest  that  might 
result  to  the  trust  fund  on  ac- 
count of  such  payments. 


STUDIES  AND 
RECOMMENDATIONS 

The  HEW  Department  would  be 
required  to  carry  on  studies  and  to 
develop  recommendations  for  Con- 
gress on: 

1.  The  adequacies  of  existing  fa- 
cilities for  health  care  provided 
under  the  bill. 

2.  Methods  for  encouraging  fur- 
ther development  of  efficient  and 
economical  forms  of  health  care 
which  are  a constructive  alternative 
to  inpatient  hospital  care. 

3.  The  feasibility  of  providing 
additional  types  of  benefits  within 
the  resources  provided  by  the  bill. 

4.  The  effect  of  the  deductibles 
upon  beneficiaries,  hospitals,  and 
the  financing  of  the  program. 

The  bill  also  would  require  the 
HEW  Department,  as  soon  as  prac- 
ticable, to  study  the  best  ways  of 
increasing  the  availability  of  skilled 
nursing  facilities’  care  to  benefici- 
aries. The  department  would  be 
required  to  report  to  Congress  the 
results  of  the  study  and  actions 
taken  by  July  1,  1966- 


MISCELLANEOUS 

The  HEW  Department  would 
be  required  to  consult  with  pro- 
viders of  hospital  or  other  med- 
ical services  and  with  health 
insurance  companies,  and  with 
state  and  other  organizations  for 
the  purpose  of  encouraging  pro- 
tection which  supplements  the 
services  authorized  by  the  bill. 

To  advise  the  department  on 
administration  of  the  program, 
there  would  be  created  a 14-man 
Hospital  Insurance  Benefits  Ad- 
visory Council,  at  least  four  of 
whom  would  be  persons  out- 
standing in  the  fields  pertaining 
to  hospitals  and  health  activities. 

The  amendment  would  also 
increase  the  maximum  cash  pri- 
mary benefit  under  the  regular 
Social  Security  retirement  pro- 
gram from  $127  per  month  to 
$134  per  month.  The  maximum 
family  benefits  would  be  in- 
creased from  $254  to  $268  per 
month. 

TWO  DEFINITIONS 
OF  INTEREST 

Osteopathic.  The  term  “physi- 
cian,” as  used  in  the  bill,  would 
include  an  osteopathic  practi- 
tioner legally  authorized  to  prac- 
tice surgery  or  medicine  by  the 
state  in  which  he  performs  his 
services. 

Outpatient  Diagnostic  Serv- 
ices. As  used  in  the  bill,  this 
would  be  those  services  which 
are  furnished  to  an  individual 
as  an  outpatient  by  a hospital, 
or  by  others  under  arrangements 
with  them  made  by  the  hospital, 
which  are  customarily  furnished 
by  the  hospital  to  outpatients  for 
the  purpose  of  diagnostic  study. 

SUMMARY 

The  Administration  bill  differs 
from  the  Anderson-Javits  bill  (S. 
3565)  defeated  last  year  in  the 
Senate  by  providing  an  election 
for  different  types  of  hospitali- 
zation benefits,  postponing  until 
1965  start  of  the  program,  and 
deleting  the  Javits  “option”  to 
use  private  insurance. 
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In  your  busy  night-ancl-day 
preoccupation  with  other 
people’s  lives,  it  is  very 
difficult  for  you  to  find  time 
to  think  about  your  own 
future. 

Yet  face  it  you  must  for  the 
sake  of  your  family. 

We  urge  you  to  join  with 
our  many  other  friends  and 
customers  of  the  medical 
profession,  and  arrange  for 
a visit  — with  your  lawyer  — 
to  our  Trust  Department. 

Discuss  your  estate  plans  in 
detail.  Let  an  experienced 
Trust  Officer  show  you  how 
the  g r o u p - j u d g m e n t of 
specialists  in  the  Trust  field 
will  insure  your  estate 
being  handled  soundly, 
economically  — and  to  the 
letter  of  vour  Will. 
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RUST  DEPARTMENT 

ecurity  Building,  Phoenix 

Resources  $825  Million 


YOUR  PROFESSIONAL 
GROUP  ACCIDENT  AND 
SICKNESS 

INSURANCE  POLICY 

Approved  and  Recommended  by 
Your  Insurance  Committee  and 
Board  of  Directors 


☆ ☆ ☆ 


A Program  Designed  For 
The  Members  Of 

THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

By  The 

NATIONAL  CASUALTY  COMPANY 
OF  DETROIT 


☆ ☆ ☆ 


For  Complete  Information 

CONTACT 

CHARLES  A.  DELEEUW 

3424  N.  Central  Ave.  — AMherst  6-2403 


PIMA  COUNTY  REPRESENTATIVE 

RONALD  DEITRICH 

136  North  Stone  Avenue  MAin  3-0583 


Laboratories 


-T- 


THE  DIAGNOSTIC  LABORATORY 

Complete  Medical  Laboratory  Service,  X-Ray  Diagnosis 
Radiation  Therapy,  Radioactive  Isotopes 


DEPARTMENT  OF  PATHOLOGY  / DEPARTMENT  OF  RADIOLOGY 

MAURICE  ROSENTHAL,  M.D.  I | MARCY  L.  SUSSMAN,  M.D. 

GEORGE  SCHARF,  M.D. 

SEYMOUR  B.  SILVERMAN,  M.D. 

BLAND  GIDDINGS,  M.D. 

GERALDINE  PACE,  M.D. 

Diplomates  of  the  American  Boards  of  PATHOLOGY  and  RADIOLOGY 

1 1 30  E.  McDowell  Rd.  • Phoenix,  Arizona 

Phone  AL  8-1601  < 

Information,  Price  Lists  and  Mailing  Containers  upon  request. 


Iltedical  Center  OC-tfaif  and  Clinical  Xabcratcrij 

1313  North  2nd  Street 
Phoenix,  Arizona 
Phone  ALpine  8-3484 

AND 

PrcfjeMfanal  OC-^atf  and  Clinical  £al>cratcrtf 

510  Professional  Bldg. 

Phoenix,  Arizona 
Phone  ALpine  3-4105 

DIAGNOSTIC  X-RAY  X-RAY  THERAPY 

RADIUM  THERAPY 

CLINICAL  PATHOLOGY  TISSUE  PATHOLOGY 

ELECTROCARDIOGRAPHY  BASAL  METABOLISM 


R.  Lee  Foster,  M.D.,  F.A.C.R.,  F.A.C.P.,  Director  Martin  L.  List,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Lorel  A.  Stapley,  M.D.,  Consultant  Pathologist 
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POST-EZE  SYSTEMS  ARE 
AVAILABLE  FOR: 


★ ACCOUNTS  RECEIVABLE 

★ ACCOUNTS  PAYABLE- PURCHASES 

★ ACCOUNTS  PAYABLE -CASH  DISBURSEMENT 


Now,  small-  and  medium-size  offices 
can  effect  the  economies  of  mechanized 
accounting  without  buying  machines  or 
employing  specialized  operators. 

POST-  simplified  plans  save 

up  to  66%  of  time,  eliminate  trans- 
cription errors,  and  keep  all  records  up- 
to-date  and  in  balance,  because:  — 

ONE  writing  posts  all  records 
ONE  simple  proof  proves  all  records 

To  Learn  How  you  will  save  up  to  66% 
(it  only  takes  10  minutes) 

CALL  FOR  TRAINED  REPRESENTATIVE 


ALpine  4-6611 
3111  N.  29th  Avenue 
PHOENIX,  ARIZONA 

MAIn  2-2446 
604  N.  4th  Avenue 
TUCSON,  ARIZONA 


imj.i:i,'.uflar 


PRINTING  • LITHOGRAPHY  - ROTARY 


HOBBY  HORSE 
RANCH  SCHOOL 

A School  For  Exceptional  Children 

The  Hobby  Horse  Ranch  School  is  both  home 
and  school  for  a small  group  of  children.  It 
welcomes  the  child  who  is  mentally  retarded 
and  physically  handicapped  as  well  as  the 
backward  child  who  suffers  no  physical  handi- 
cap. 

The  Hobby  Horse  Ranch  School  is  a branch 
of  Fairview  School  in  Fishkill,  New  York  which 
was  established  in  1936. 

Directors:  Blanche  C.  Lightowler,  B.A. 

Matthew  W.  Lightowler 

P.O.B.  44,  Cortaro,  Ariz. 


ROBERT  L.  BEAL,  M.D 


OTTO  L.  BENDHEIM,  M.D 


PAUL  M.  BINDELGLAS,  M.D 


HAL  J.  BREEN,  M.D 


LEE  S.  COHN,  M.D 


T.  RICHARD  GREGORY,  M.D 


WILLIAM  B.  HAEUSSLER,  M D 
THOMAS  F.  KRUCHEK,  M.D. 

, K j‘,. 

HAROLD  E.  McNEELY,  Ph  D. 


ROBERT  C.  SHAPIRO,  M D 


WILLIS  L.  STRACHAN,  M.D 


ROY  WORTHEN,  M.D 


general  psychiatry  and  neurology 

° t • t t • i ■.  ■ - ' 

child  p sych/a try 

clinical  psychology 
psychiatric  social  work 

and  family  counselling 
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WHO  PAYS  THE 
OFFICE  RENT? 

And  telephone  bill.. .and 
utilities ...  and  employee 
salaries . . . if  YOU  are  sick 
or  injured  ? 

Physicians  Mutual  Insurance  Company  (The 
Doctors’  Company)  will  help  pay  all  of  your 
usual  office  expenses  when  you  are  sick  or 
disabled — if  you  are  the  fortunate  owner  of 
our  new,  low-rate  Office  Overhead  Expense 
Policy. 

Premiums  are  tax  deductible,  too! 

Write  today  for  free  information  . . 
without  obligation. 

PHYSICIANS  MUTUAL  INSURANCE 
COMPANY 

115  South  42nd  St.  Omaha  31,  Nebraska 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 

USE  ‘POLYSPORINLLi 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


HILLCREST  MEDICAL 
CENTER 

1501  N.  3rd  Ave.  at  Adams 
Tucson,  Arizona 
Dial  623-7591 

SKILLED  NURSING  CARE 

Intravenous  therapy 
General  medical 
Post  Operative 

Acute  & Chronic  Convalescents 
Geriatric  Patients 
Large  Solarium 
Pleasant  Outdoor  Facilities 

ADMITTANCE  THROUGH 
PHYSICIANS  ONLY 

40  Bed  Capacity  — Personalized  Care 

Priced  for  the  Average  Purse 

Virginia  Corsun,  R.N.  — George  Corsun,  Ph.G. 


J21  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Pharmacy  Directory 

Your  Prescription  Store 

DIERDORF  PHARMACY 

Phone  BR  5-5212 

2315  N.  24th  St.  Phoenix,  Arizona 

Milburn  F.  Dierdorf 


Lute's  Scottsdale  Pharmacy 

For 


PRESCRIPTIONS 
WH  5-8420  - WH  5-8429 
Next  to  the  1st  National  Bank 


SRUTWA  PHARMACIES,  INC. 

WH  5-3791 

Scottsdale  Medical  Center 
218  E.  Stetson  Drive 
Scottsdale,  Arizona 


Katharine's  Craycroft  Center 

1020  North  Woodland  Blvd.— P.  Q.  Box  12427 
Tucson,  Arizona 
Phone  793-9381 
(Res.)  325-3680 

• General  Medical 

• Orthopedic  • Medical  Doctor 

• Post-Operative  of  Your  Choice 

• Acute  or  Chronic 

• Convalescent  * Non-Sectarian 

• Geriatric 

Admittance  by  Doctors  of  Medicine  Only 

80  Bed  Capacity  — Complete  P.  T.  Department 
Dining  Room  Beauty  Shop 

Deluxe  Accommodations 

Katharine  C.  Schmid  Charles  H.  Schmid 

Former  owners  — Co-administrators,  Hillcrest  Medical  Center 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tucson  - Scottsdale  - Mesa  - Tempe 
Maryvale  - Glendale  - Westown  - Sunnyslope 
Paradise  Hills  - Globe  - Miami 
Casa  Grande  - Wickenburg 


DISTRICT  NO.  1 

ARIZONA  STATE  NURSES 
ASSOCIATION 

MRS.  MARJORIE  E.  KASUN,  R.N. 
Registrar 

Nurses"  Professional  Registry 


703  Professional  Bldg.  — Phoenix  — AL  4-41  51 


DOCTORS'  CENTRAL  DIRECTORY 

Helen  M.  Barrasso,  R.N.,  Director 
For  Emergencies  or  in  Absence  of  Your  Doctor 
CALL  EA  7-7471 
At  Your  Service  24  Hours  Daily 

3029  E.  2nd  St.  Tucson,  Arizona 

"Eastablished  1932" 


June,  1983 


43A 


ALLERGY 


Physicians’  Directory 


E.  A.  GATTERDAM,  M.D. 

Fellow,  American  College  of  Chest  Physicians 
Fellow,  American  College  of  Allergists 
Academy  of  Allergy 

JOHN  F.  McKENNA,  M.D. 

Associate  Fellow,  American  College  of  Allergists 
Professional  Building,  15  E.  Monroe 
Phoenix  4,  Arizona  — ALpine  4-2174 


DANIEL  H.  GOODMAN,  M.D.,  F.A.C.P. 

Diplomate  American  Board  of  Internal  Medicine 
Fellow,  American  College  of  Allergists 
Fellow,  American  Academy  of  Allergy 

31  W.  Camelback  Road  CR  7-3337 

Phoenix,  Arizona 


Howard  M.  Purcell,  Jr.  M.D. 

James  A.  Smidt,  M.D. 

ALLERGY  OF  CHILDREN 

American  Board  of  Pediatrics 
American  College  of  Allergists 

322  W.  McDowell  Rd.  PHOENIX,  ARIZONA 

AL  2-9731 


DERMATOLOGY 

GEORGE  K.  ROGERS,  M.D. 

DERMATOLOGY 

Diplomate  of  American  Board  of 
Dermatology  and  Syphilology 

Phone  ALpine  3-5264 

105  W.  McDowell  Road  Phoenix,  Arizona 


MALIGNANT  DISEASE 

JAMES  M.  OVENS,  M.D. 
F.A.C.S.  F.I.C.S. 

Diplomate  American  Board  of  Surgery 
Cancer  and  Tumor  Surgery 
X-ray  and  Radium  Therapy 

333  W.  Thomas  Road  Phone  279-7301 

Phoenix  13,  Arizona 


A.  L.  LINDBERG,  M.D. 

Neoplastic  Diseases 
Tucson  Tumor  Clinic 

721  N.  4th  Ave.,  Tucson,  Arizona 

Phone  MAin  3-2531 


ORTHOPEDIC  SURGERY 

THE  ORTHOPEDIC  CLINIC 
ORTHOPEDIC  SURGERY 

W.  A.  Bishop,  Jr.  M.D.,  F.A.C.S.*  — A.  L.  Swenson,  M.D. 
F.A.C.S.*  — Ray  Fife,  M.D.,  F.A.C.S.*  — Sidney  L.  Stovall,  M.D., 
F.A.C.S.*  - Thomas  H.  Taber,  Jr.,  M.D.,  F.A.C.S.* 

Robert  A.  Johnson,  M.D.  — Paul  E.  Palmer,  M.D. 

*Diplomates  of  the  American  Board  of  Orthopedic  Surgery. 
2620  No.  3rd  Street  — Phoenix,  Arizona  — CR  7-6211 


PATHOLOGY 

LOUIS  HIRSCH,  M.D. 
RALPH  H.  FULLER,  M.D. 
WILLIAM  M.  HINDMAN,  M.D. 
EDWARD  A.  BRUCKER,  M.D. 

Diplomates  American  Board  of  Pathology 
Clinical  Pathology  — Pathologic  Anatomy 

1641  N.  Tucson  Blvd. 

Tucson,  Arizona 


PSYCHIATRY 

LEO  RUBINOW,  M.D. 

PSYCHIATRY 
AM  6-0630 

224  E.  Thomas  Rd.  Phoenix,  Arizona 
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Physicians’  Directory 


RADIOLOGY 

R.  LEE  FOSTER,  M.D.,  F.A.C.R.,  F.A.C.P. 
MARTIN  L.  LIST,  M.D.,  Radiologist 

Diplomates  of  American  Board  of  Radiology 
Diagnostic  Roentgenology,  X-Ray  and  Radium  Therapy 

510  Professional  Bldg.  1313  N.  Second  St. 

Phone  ALpine  3-4105  Phone  ALpine  8-3484 

Phoenix,  Arizona 


MARCY  L.  SUSSMAN,  M.D.,  F.A.C.R. 

Diplomate  of  American  Board  of  Radiology 

DIAGNOSTIC  RADIOLOGY 
THERAPEUTIC  RADIOLOGY 
RADIOISOTOPES 

1130  E.  McDowell  Rd.  540  Wells  Fargo 

Phoenix,  Arizona  Scottsdale,  Arizona 

ALpine  8-1601  WHitney  5-3959 


SURGERY 

DELBERT  L.  SECRIST,  M.D.,  F.A.C.S. 

123  South  Stone  Avenue 
Tucson,  Arizona 

Office  Phone  AAA  2-3371  Home  Phone  EA  5-9433 


DONALD  A.  POLSON,  MD.,  M.  Sc. 

GENERAL  SURGERY 

Certified  by  the  American  Board  of  Surgery 
550  W.  Thomas  Road 
Phone  CRestwood  4-2081 
Phoenix,  Arizona 


LOWELL  C.  WORMLEY,  M.D.,  F.A.C.S. 

Mid-Town  Medical  Building 
1 North  1 2th  Street 
Phoenix,  Arizona 


A Low  Sodium  Diet  is 
Not  Complete  Without... 

Crystal  Distal 

STEAM  DISTILLED  WATER 

Scientifically  Processed 
and  Mineral  Free 


At  your  store 
or  call 


The  purest  water  avaiiable. 


AM  4-0221 

for 

FREE 

Home  Delivery 


June,  1963 
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BUTLER'S  REST  HOME 


Surgeon-GP  desires  to  relocate  in  Arizona  be- 
cause of  climate.  Prefers  town  of  about  15,000 
with  hospital  needing  someone  primarily  in- 
terested in  surgery;  49  years  old,  20  years  in 
practice  and  Fellow  of  I.C.S.  Reply  Box  63-1-4, 
Arizona  Medicine. 


BOARD  CERTIFIED  GENERAL  SURGEON;  age 
37;  married  with  family,  licensed  in  Arizona; 
desires  association  with  group  or  individual 
in  practice  of  surgery.  No  objection  to  limited 
general  practice.  Available  at  present  for  per- 
sonal interview.  Reply  Box  63-1-5,  ARIZONA 
MEDICINE. 


AVAILABLE  JULY  1st 

Two  units  with  approximately  900  sq.  ft. 
each  available  on  or  about  July  1st  in  new 
medical  building  located  only  five  blocks  from 
hospital  on  well-traveled  street;  ample  park- 
ing facilities;  rent  reasonable.  Contact  Frank 
Brown,  Realtor,  Yuma,  Arizona  or  call  collect, 
782-3661. 


• Bed  Patients  and  Chronics 

• Television  • 24  Hour  Nursing  Care 

• Excellent  Food  • State  Licensed 


802  N.  7th  St. 


Phoenix,  Arizona 


Telephone  AL  3-2592 


46A 


Arizona  Medicine 


174339 


U'; 


